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HE honor of delivering the fifty-ninth Shattuck 

Lecture has been given me, I take it, because 
of my recent appointment to the professorship of 
surgery in Tufts College Medical School. This 
pleasant and honorable task is a great responsibility, 
and I approach it realizing the difficulty I shall 
have in upholding the high tradition left by the 
long line of distinguished physicians who have 
preceded me.! The subject for this evening is sur- 
gery in the aged, a topic that to some degree will 
give consideration to an aspect of the diseases of 
the inhabitants of the Commonwealth in keeping 
with the suggestion of Dr. George Cheyne Shat- 
tuck, whose bequest founded this lecture.2 The 
substantial yearly increase in the proportion of 
elderly people in the population of this country 
that has been going on since Dr. Shattuck’s time 
reflects the accomplishments of medical people 
as they have turned their efforts to science and 
to practice. Medicine may take great credit among 
the biologic sciences, for the reduction in infant 
mortality and the control of infectious diseases 
have allowed more of the newborn to reach mature 
age.2 These are the principal factors responsible 
for more and more people entering the aged group. 
Data from the annual report on vital statistics 
of Massachusetts reveal that one hundred years 
ago 80 per cent of deaths occurred in persons be- 
fore they had reached their fortieth birthday. 
Today only 14 per cent of deaths are recorded in 
this relatively young group of people (Fig. 1). 
During the same period we have not made com- 
mensurate strides in the control of the diseases of 
maturity in later life. We are struggling with 
these problems now. The man beyond seventy 
years of age today is probably no better a physical 
/organism than his counterpart a hundred years 
ago, but there is no doubt that much more effec- 
tive treatment for his ills is available today than 
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existed in 1848. New England ranks first among 
the various regions of this country as the home of 
the aged, and Massachusetts is second only to the 
state of Vermont in New England for its high 
proportion of old inhabitants. Its longer establish- 
ment with an attending decrease in the number 
of young foreign and domestic settlers is begin- 
ning to demonstrate a trend toward a fixation of 
its population, with a concomitant increase in the 
aged group. The medical problems of the aged, 
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therefore, have particular significance for the 
members of the Society, and since we face, accord- 
ing to predictions, a doubling of our aged popu- 
lation by 1980, the whole subject of geriatrics 
should assume increasing importance. Data from 
the census of the United States indicate that Mas- 
sachusetts has approximately nine times as many 
people who have reached the age of fifty as it had 
in 1850. These 1,036,104 persons make up almost 
a quarter of our population (Fig. 2). Population 
increase alone does not account for this total 
figure, for there has also been a constant increase 
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in the number of the elderly per one hundred per- 
sons in this state (Fig. 3). Looking at the other 
side of the picture, we find that 42.3 per cent of 
our people were twenty years of age or younger 
in 1840 whereas only 30.7 per cent were found to 
be in this age group in 1940. Of greatest signifi- 
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_ ‘Frovas 2. Number of Persons Fifty Years or Older in 
Massachusetts. 


cance to our discussion of surgery is the fact that 
today 5 per cent of the population of Massachu- 
setts is composed of men and women who have 
reached or passed their three score years and ten, 
a proportion twice that which obtained in the year 
1850. The female of the species is more numer- 
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Ficure 3, Age Distribution of Massachusetts Population. 


ous among the aged, and she has, each year, greater 
life expectancy and may expect a lower mortality 
from all diseases. The aging process varies in in- 
dividuals, and although a minimum of wear and 
tear is helpful in supporting a long and useful life, 
heredity probably is the greatest single factor that 
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works for or against a hale and hearty longevity.® 
It is impossible to set a standard for the beginning 
of old age, for each individual requires separate 
appraisal. The age of sixty-five is frequently used 
as the base line for the presentation of medical 
and surgical geriatric problems, but I am in agree- 
ment with Brooks® that the inclusion of persons 
aged sixty-five to seventy in these studies brings 
into the picture too large a number of patients 
who have only recently passed the average dura- 
tion of life. As a matter of fact, in statistical studies 
of surgical patients that include those aged sixty- 
five and beyond, one finds that half or more have 
not reached the age of seventy but are in the age 
range of sixty-five to sixty-nine.’ The age of seventy, 
therefore, seems the more critical one for presenta- 
tion of the difficulties that attend surgery in pa- 
tients of advanced years. I shall attempt to present 
a general survey of the surgical problems as they 
are met in this aged group. In addition, I wish 
to emphasize the encouraging side of the story 
by commenting on the progress made in surgical 
practice during recent years, which has brought 
unexpected benefit to old people and added useful 
years to their lives. 


OPERATIVE SURGERY 


As we review the progress made on all sides in 
medicine and surgery during the last twenty-five 
years, it would be small wonder if surgeons had 
not gradually accepted an increasing number of 
elderly patients for major surgery. With this ex- 
perience has come surprising satisfaction to sur- 
geons, who have had the pleasure of observing 
how well many aged patients withstand even the 
newer and more radical operative procedures as 
they are introduced. Although it is true that mor- 
tality rates are somewhat higher among these pa- 
tients and much depends upon whether an emer- 
gency situation is to be dealt with, the procedures 
are not so prohibitive as we used to believe them 
to be. Numerous accounts in the literature attest 
to these 

This changing scene in surgery is well demon- 


strated in the history of the surgical treatment*of, 


aged patients at the Carney Hospital. In 1900 
only 15 persons of seventy years of age or more 
were operated upon in this institution, of whom 
over half had operations on the eyes; no abdominal 
surgery was done. ‘Twenty-five years later 28 
patients, or nearly twice as many as in the year 
1900, were operated upon, and at that time a few 
more major procedures were carried out. Several 
hernioplasties, amputations of the leg and mas- 
tectomy procedures were performed. No resec- 
tions of the stomach or colon, however, were un- 
dertaken. In 1947, not quite 25 years later again, 
128 patients seventy years of age or over under- 
went surgery, and among them 41 had abdominal 
operations performed. Although it is true that the 
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hospital admissions had trebled at the Carney Hos- 
| pital in the forty-seven years since 1900, it is ob- 
vious that the number of aged patients subjected 
to operations had increased out of proportion to 
the larger census and that more major procedures 
are now being undertaken. Surgical practice va- 
ries in different institutions depending upon their 
size, location and institutional developments in 
special fields. The operative work done by my 
colleagues at the Carney Hospital during the last 
five years had been generally illustrative of the 
problems commonly met in geriatric surgery, and 
I shall present their experiences to give a cross- 
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gency operation. Bronchopneumonia was recorded 
as the cause of death in 9 patients, infection 
in 7, massive pulmonary embolism in 4, and 
cerebral hemorrhage in 3. Four patients died 
of surgical shock. Not only is the circulatory 
mechanism easily embarrassed in the aged patient 
with peritonitis, pneumonia and sepsis but also 
sudden cardiac and peripheral arterial accidents 
are unfortunately common. Cardiovascular com- 
plications represent the béte noire of surgery in the 
aged. 

The average age of all patients in the series was 
found to be seventy-four years. In the fields of 


TaBLeE 1. Data in 609 Operations Performed on 542 Patients Seventy Years of Age and Over.* 


Type or OPERATION 
NUMBER AVERAGE 
AGE 


542 Patients 


609 OpERATIONS 


NUMBER DEATH IN 
HOSPITAL 


DEATH IN 
HOSPITAL 


MOR- 
TALITY 


MOR- 
TALITY 


yr. % % 

129 74 29 22.5 140 29 20.7 
113 72 14 12.4 149 14 9.4 
Ophthalmologic 67 76 2 3.0 71 2 2.8 
Griiepedie tae 37 77 4 10.8 38 4 10.5 
(nonabdominal) 34 74 2 5.9 35 2 

reast . Ae 27 74 0 0.0 27 0 0.0 
Hernia (including ‘strangulated) ry 23 75 2 8.7 23 2 8.7 
Head and neck 21. 75 0 0.0 21 0 0.0 
Rectal (minor) ; 13 75 0 0.0 13 0 0.0 
OOS Eee ee 8 73 0 0.0 8 0 0.0 
Superficial infections ........... 7 74 0 0.0 8 0 0.0 
Miscellaneous ................. 9 77 2 22.2 0 2 20.0 


*Carney Hospital series. 


section picture of the surgical requirements of 
elderly people. 

In the five-year period 1943 through 1947, 609 
operations were performed on 542 patients who 
had reached or passed their seventieth birthday 
in this institution of mixed public and private con- 
stituency. These data are presented in Table 1 
land classified according to the type of operation 
that the patients underwent. The larger number 
of operations than patients is accounted for by 
stage procedures, particularly in the operations of 
prostatectomy and resection of the colon. More 
[patients were subjected to abdominal surgery, al- 
ithough more operations were performed in the 
furologic field. Sixty-two of these 542 patients died 
iin the hospital after operation, representing a total 
Imortality of 11.4 per cent. In Table 1 the mor- 
ftality rates for patients and operative procedures 
lare separately recorded. ‘Twenty-three patients 
idied of cardiac failure, with renal complication in 
some cases, as might have heen expected in this 
age group. ‘Twelve patients died of peritonitis 
jpmong the group of 29 who succumbed after ab- 
Hominal surgery; many of the deaths from peri- 
monitis were among patients who required emer- 


orthopedic and vascular surgery, the average age 
of patients was seventy-seven years — higher than 
that in the other specialties. Eighty-five persons 
(15.7 per cent of the total) were eighty years of 
age or older, and 5 were in their nineties. The 
urologists had to deal with the larger number of 
patients beyond the age of eighty. Two hundred 
and eighty-four were females, and 258 were males. 
The surgery required by elderly people varies con- 
siderably from that of the young or middle-aged 
patient as Brooks® has pointed out. Approximately 
two thirds of them in our series, however, required 
abdominal, urologic or ophthalmologic surgery or 
surgery for diseases of the peripheral vessels. The 
major problems incurring higher mortality rates 
require separate discussion, for by a study of this 
group we may learn to recognize the obligations 
we face in avoiding disastrous situations that at- 
tend procrastination in our care of the aged. 


Cancer 


Twenty-eight per cent of the patients in this 
series were operated upon because of malignant 
tumors. All had carcinoma except 2 —1 patient 
had sarcoma of the bone, and another sarcoma of 
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the uterus. In Table 2, the sites of these lesions 
are recorded. Carcinoma of the gastrointestinal 
tract was most commonly encountered and repre- 
sented the most important division of the work in 
abdominal surgery. The second largest incidence 
of cancer was found in the patients requiring uro- 
logic surgery. Cancer of the prostate in male patients 
was the principal cause of a high incidence of 19.6 
per cent among the elderly patients treated by the 
urologists. A fairly substantial number of pa- 
tients have superficial or palpable lesions. Epitheli- 
oma of the face and cancer of the lip are fortunately 


TaBLe 2. Cancer among 153 Patients Seventy Years of Age 


or er. 
SITE No. or PercentaGe DEATH IN 
Patients oF ToTAL 
% 
Gastrointestinal tract.......... 61 39.9 29.5 
Skin, oral cavity and lip ....... 19 12.4 0.0 
— genital tract .......... 16 10.5 12.5 


*Carney Hospital series. 


easily detected and treated, and with the smaller 
risk entailed in the necessary operations there is 
little excuse for delay in proper treatment. There 
were 26 patients with cancer of the breast who 
were operated upon without any deaths in the 
group. Primary radical mastectomy was per- 
formed in 19; 2 additional patients had secondary 
axillary dissections after simple mastectomy had 


TaRLe 3. Cancer Death Rates in Massachusetts for Persons 
Seventy Years of Age or 


DEATHS FROM Rate 
YEAR PopuLATION CANCER 100,000 
FROM CANCER 
84,751 476 562 
121,926 1269 041 
216,494 2695 1245 
226, 299 3067 1355 


been done previously. In 5 cases the surgeon 
elected to perform simple mastectomy alone: As a 
general rule, it is safe to say that in almost all pa- 
tients, radical mastectomy can be done with very 
low risk. 

The cancer problem i in the aged patient is becom- 
ing increasingly important. Among the causes of 
death for 1946 in the report on vital statistics for 
Massachusetts, cancer ranked second to the cir- 
culatory group in importance for persons of seventy 
years of age and beyond. In Table 3 the cancer 
death rates in Massachusetts for these persons 
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are recorded for several years. In 1900 there were 
562 per 100,000 deaths attributable to cancer in 
patients seventy years of age or over. This figure 
had risen in 1940 to 1245 per 100,000 and had in- 
creased to 1355 for the year 1945. Thirty-nine 
per cent of all deaths from cancer in this state oc- 
curred among patients seventy years of age or older 
during 1946. Early diagnosis with adequate prompt 
treatment is due the older patient as well as the 
younger. There has been a tendency among phy- 
sicians to allow even easily treated superficial and 
palpable cancer to proceed to an advanced stage 
without treatment on the basis of the faulty reason- 
ing that death from another cause might easily 
overtake the very old person before he succumbs 
to cancer. Almost a third (29.4 per cent) of pa- 
tients with cancer in the Carney Hospital series of 
aged patients had superficial or palpable lesions. 
These were treated by surgery without incurring 
any mortality. Life-expectancy tables for the aged 
group are illuminating and should give the phy- 
sician pause before he makes purely speculative 
decisions about these matters for his patients. Per- 
sons who live to seventy are in a group whose life 
expectancy is approximately nine years, and those 
aged eighty have an expectancy of about five years 
of life.§ 

It was not a long while ago that patients with 
intra-abdominal cancer were denied operation by 
the surgeon on the basis of advanced age alone. 
Now this time has passed. Certainly, when surgery 
is the only or best treatment for a given malig- 
nant lesion, the risk in relation to the patient’s 
disease and his general health should assume sole 
importance in deciding for operation or the pro- 
cedure best adapted to the situation. With the 
inevitability of death from cancer, fairly wide 
chances are often justifiable. Fortunately, the 
increasing demonstration of reasonable safety in 
operative surgery today, as well as the encourag- 
ing evidence that patients with cancer are seeking 
medical advice more promptly,!* has given sur- 
geons sufficient experience in the treatment of the 
aged patient with cancer to establish an imposing 
evidence that risks have been overestimated in*the 
past. In addition it is all too true that the ques 
tion of the evaluation of a patient’s status is diffi 
cult. Some patients judged to be poor risks da 
surprisingly well; on the other hand, it must be 
admitted that others with greater expectations 
have proved disappointing. 

Some may ask whether or not the larger num 
ber of patients being successfully operated upo 
for cancer has not increased the life expectanc 
in the aged population and decreased the deat 
rate among elderly patients. Certainly, it is the 


individual experience of all surgeons that the life 
expectancy of many of their patients has beer 
improved and that some patients have been cured 
The question is difficult to answer for a numbe 
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of reasons, the first of which is that cardiac and 
vascular diseases greatly outstrip cancer as a cause 
of death in the old. The field in cancer treatment, 
although substantial, is too small to make a great 
impression on vital statistics. Secondly, the in- 
creasing number of persons who now live to the 
age of seventy each year and go on to develop 
cancer produces an ever enlarging aged population 
dying of this disease. These factors tend to obscure 
the results of our efforts in treatment. In suc- 
ceeding years, perhaps, some statistical evidence 
may reflect the results of effective cancer treatment 
among the aged. 


Abdominal Surgery 


Abdominal operations were attended by a higher 

| mortality than others in the Carney Hospital series 
of elderly patients. This finding is a constant one 

in all studies of surgery in the aged. Twenty-two 

and a half per cent of the 129 patients whose ab- 

dominal cavity was entered died during the post- 

operative period. The 140 operations performed 

on these 129 patients are listed in Table 4. The 


seriousness of the disease was the principal factor 


influencing increased mortality. The important 
categories of abdominal surgery in the aged are: 
the management of cancer of the gastrointestinal 
tract, urgent abdominal operations for acute con- 
ditions and surgery for gallstones. 

Cancer of the gastrointestinal tract. Thirty-nine 
and nine-tenths per cent of the patients under- 
going abdominal surgery had cancer of the gastro- 
intestinal tract. Of these 61 patients only 24, or 
approximately 40 per cent, were found to have re- 
sectable lesions. Advanced disease with metastases 
was an unfortunate finding. Patients with car- 
cinoma of the colon were more frequently admitted 
to the hospital with intestinal obstruction, some- 
times of long duration, requiring emergency de- 
compression operations. Many of these patients 
did not survive. These complicating factors made 
operation particularly hazardous and account, to 
an important degree, for a higher mortality and 
lower resectability than obtains among younger 
patients. It is common knowledge that symptoms 
elderly people are frequently neglected by them- 
selves and their associates, and are interpreted 
as natural in the course of old age. Temporizing, 
KMelay in diagnosis and finally reluctance to sug- 
pest surgery are all too common errors on the part 
bf the physician in his attendance on elderly pa- 
tients. Early diagnosis in cancer of the colon not 
pnly offers a chance for cure but avoids the high 
mortality accompanying intestinal obstruction in 
the aged. The complaints of the elderly should 
be heeded and given as serious study and atten- 
tion as those of younger persons. The operative 
ortality among the patients with cancer of the 
rastrointestinal tract in this series, including 


hose who succumbed after emergency surgery 
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done for acute intestinal obstruction, was 29.5 per 
cent, and although this figure seems high, it repre- 
sents a considerable improvement over the re- 
ported results of ten years ago. When carcinoma 
of the gastrointestinal tract in elderly persons can 
be treated by elective operation the mortality 
figures are substantially lower.!® 

An outstanding achievement in the surgery of 
cancer of the gastrointestinal tract has been the 


TABLE 4. Mortality in 140 Abdominal Operations Performed 
on 129 Patients Seventy Years of Age or Over.* 


Type or OPERATION No. or 


DEATHS IN 
OPERATIONS 


Hospitau 

Gastric (16 operations, 2 deaths): 
Gastrojejunostomy for benign ulcer 
Gastrojejunostomy for cancer 
Gastric resection for ulcer 


Biliary (36 operations, 6 deaths): 
Cholecystectomy 
Cholecystectomy and choledochostomy . 14 
Cholecystectomy with or without chole- 

for carcinoma of gall 


we 


w 
Ow 


Cholecystenterostomy . . 


Intestinal (53 operations, 19 deaths): 
Resection with anastomosis (2 cases of in- 
testinal obstruction) ................ 
Exteriorization 
Tube resection, of rectum 
Cecostomy (all intestinal obstruction) . 
eer (3 cases of intestinal obstruc- 


WMA eno 


Celiotomy (25 — 1 death): 
Adhesive bands, intestinal obstruction . . 
Closure after evisceration 
Pancreatitis 


(acute appendicitis)........ 


Totals 


*Carney Hospital series. 
TTotal gastrectomy. 


transthoracic approach and resection for cancer 
of the esophagus and cardiac end of the stomach.!” 
Cancer of the esophagus is a disease of the older 
age group. Sweet’s!® recent report of his experi- 
ences in performing esophageal resection with high 
intrathoracic esophagogastric anastomosis reveals 
that half his patients were sixty-five years of age 
or more and 5 patients were seventy or over. The 
results obtained in the surgical treatment of can- 
cer of the esophagus not only are remarkable in 
themselves but also offer the most convincing evi- 
dence supporting a contention that advanced age 
is not at all an insurmountable obstacle to radical 
extirpative surgery for cancer. | 

Urgent abdominal surgery. Thirty-one of the 140 
abdominal operations were done as emergency pro- 
cedures. Intestinal obstruction was the diagnosis 
in three quarters of these patients and accounted 
for 10 of the 12 deaths in the group. Cutler,!® in 


Diaphragmatic-hernia repair ........... ] 
Closure of colostomy ... 
Enterostomy (3 cases of intestinal ob- 
Ss 
5 
2 
1 
9 
6 
4 
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his study on surgery among aged patients at the 
Goldwater Memorial Hospital in New York City, 
has reported a similar experience in patients re- 
quiring urgent surgery. That old people do not 
tolerate intestinal obstruction for many hours and 
that surgical intervention is accompanied by high 
mortality is the unfortunate experience of all those 
reporting on this subject.?® Incarcerated or strangu- 
lated inguinal hernia was the cause of obstruction 
in more than a quarter of the patients with in- 
testinal obstruction, and this fact alone should jus- 
tify hernia repair by election in those patients 
whose histories indicate that incarceration has oc- 
curred in the past. Quigley”! has shown that her- 
niorrhaphy is a safe procedure in the aged patient, 


TasB.e 5. Mortality in 65 Abdominal. Operations Performed 
at a Time of Election on 57 F to ay Seventy Years of Age or 


Type or OPERATION No. oF DEATHS IN 
OPERATIONS HospiTAL 

Gastric (16 operations, 3 deaths): 

Gastrostomy ... 4 1 

Gastrojejunostomy for benign ‘ulcer. 2 0 

Gastrojejunostomy for cancer ... 2 1 

Gastric resection for benign ulcer. 1 0 

Gastric resection for neoplasmst . 7 1 
Biliary (13 operations, 1 death): 

Cholecystectomy and choledochostomy .. 8 1 
Colon (28 operations, 5 deaths): 

Resection with anastomosis for cancer ... 3 0 

Exteriorization resection for cancer ..... 6 1 

Resection of the rectum for cancer ...... & 2 

Tleocolostomy for cancer ..... 1 0 

Colostomy for diverticulitis. 3 0 

Colostomy for nonresectable cancer. 4 1 

Closure of colostomy . 3 1 
Celiotomy with euplevation 


*Excluding urgent surgery (Welch’s personal series). 
tFor cancer in 5 and for adenoma of the stomach in 2 cases. 


incurring small risk. Femoral hernia in the elderly 
female is very frequently unrecognized both by 
the patient and by the physician. A careful ex- 
amination for small ‘masses protruding from the 
femoral ring is a most important part of physical 
diagnosis i in elderly women with obvious obstruc- 
tion of the small intestine. Fortunately, strangu- 
lation of the bowel is infrequent with femoral her- 
nia. Acute appendicitis is rather rare among the 
aged, and, in our series, there were only 4 patients 
with this disease among 542. It is important to 
bear in mind that symptoms of appendicitis in 
the aged are insidious and that the disease is fre- 
quently advanced a few hours after the onset of 
pain. The majority of elderly patients are found 
to have gangrenous appendicitis or perforation at 
operation. Early operation is essential.” Per- 
foration of a peptic ulcer is sometimes encoun- 
tered even in the very old, and this disaster is often 
fatal.4 In general, it is true that peritonitis is 
poorly tolerated in these patients. The treatment 
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of massive hemorrhage from gastric and duodenal 
ulcer is an equally important aspect of the pep- 
tic-ulcer problem in older persons. Since the pub- 
lication of Allen and Benedict®® in 1933 a great 
deal has been written to emphasize the fact that 
a higher mortality attends ulcer hemorrhage as age 
progresses.” Surgical intervention has been sug- 
gested and carried out sporadically.2”’ 28 The rela- 
tive merits of nonoperative and operative treat- 
ment for the very old patient have not been de- 
cided. Although surgery may prove to have a use- 
ful field in the immediate treatment of hemor- 
rhage in some patients beyond the age of fifty, 
it is doubtful that operative intervention is the 
wise course in the very old since an extensive 
gastric resection is usually required for the con- 
trol of bleeding involving high risk under these 
conditions. Co-operation between the physician 
and surgeon in the management of these patients, 
however, is most desirable, and recent advances in 
our present appreciation of the significance of 
blood loss and blood replacement in the manage- 
ment of patients with hemorrhage from ulcer has 
offered a better prognosis by nonoperative manage- 
ment than that obtained under the conditions of 
the older policy of starvation and dehydration.”® 

Biliary surgery. Surgery of the biliary tract ac- 
counted for about a quarter of the abdominal opera- 
tions in the Carney Hospital series (Table 4). 
The significant feature of biliary-tract surgery in 
the aged is that over half the patients are found 
to have complicated disease — common-duct stone, 
acute cholecystitis or cancer of the gall bladder. 
Often elderly patients have obstructive jaundice 
and in some cases jaundice has been allowed to 
exist for long periods of time. Quigley*® has re- 
ported a mortality of 13 per cent for biliary sur- 
gery in patients aged sixty-five or over with gall- 
stones and has clearly pointed out the increased 
morbidity and mortality that accompany sur- 
gery for this disease in the aged group as related 
to the complicating factors of acute cholecystitis 
and obstructive jaundice. The mortality for simple 
cholecystectomy done as an elective procedure 
is relatively low even in patients of advanced age, 
Glenn and Heuer* have stressed the importance 
of performing surgery of the biliary tract in the 
early decades of life to avoid the high mortality 
associated with emergency procedures for acute 
cholecystitis as age increases. The problem of ad- 
vising surgery in patients with gallstones seems 
always to present a dilemma for the physician. It 
is difficult to make hard and fast rules but the facts 
about gallstones in the aged patient should be borne 
in mind at the time of decision in younger subjects 
with cholecystic disease. 

Elective abdominal surgery. When adequate prepa 
ration before operation is possible, there is, of 
course, greater safety for the patient, and mor 
bidity is correspondingly less. In a separate con 
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| secutive series of 57 patients aged 70 years or more, 
| upon whom we performed 65 abdominal operations 
| electing the time and conditions for surgery, the 
| mortality was found to be 15.6 per cent for patients 
| and 13.8 per cent for operations (Table 5). These 
| operations were done largely before the extensive 
}use of chemotherapy and antibiotics. Surgery of 
the biliary tract carried the least risk. Operations 
fon the stomach, colon and rectum were accom- 
[panied by approximately three times the risk of 
that for operations on the gall bladder and bile 
ducts for gallstones. Cancer of the stomach, with 
its known tendency to early metastasis and ex- 
tension, probably offers the most serious operative 
surgical problem in the elderly patient if cancer 
of the pancreas and bile ducts is excluded. The 
operations of total gastrectomy, transthoracic 
esophagogastrectomy and partial gastrectomy 
done as a palliative procedure are understandably 
attended by higher mortality rates than extirpa- 
tive operations for cancer of the colon and rectum. 
The nature and extent of the disease again seems to 
be the common denominator influencing the out- 
come for the patient. 


Urologic Surgery 


The necessity of relieving urinary obstruction 
in the elderly male patient is the principal problem 
in urologic surgery. In addition to the treatment 
of benign prostatic hypertrophy, cancer of the 
prostate assumes greater importatice as age pro- 
presses.” It is also true that a higher mortality 
rate may be expected in surgery for cancer of the 
Prostate. Recently, castration and estrogen therapy 
have come to have a significant role in the disease 
and offer additional benefits for the old patient.**—*5 
In general, progress in urologic practice has had a 
great deal to offer the elderly male patient. It is 
nteresting to note that the urologic service at the 

arney Hospital performed the largest number 
bf operations although the number of patients 

pon whom the urologists operated was slightly 
ess than that of the abdominal-surgery group. 
The total operative mortality was 9.4 per cent for 
49 operations and 12.4 per cent among 113 pa- 
ients. Many of these patients entered with acute 
rinary retention, and, indeed, some of the deaths 
bccurred in those who succumbed after suprapubic 
ystostomy alone. It has been well established 
that prostatectomy can be done with reasonable 
mmafety today by any of the several technics, and 
normous improvements have been made in the 
Preoperative, operative and postoperative care of 
Patients with urinary-tract obstruction. 

| Before a period of ten years ago the mortality 
irom the operation of prostatectomy throughout 
his country was in the neighborhood of 15 or 20 
er cent, according to Cabot,** for patients of all 
iges. At the present time the mortality rates for 


he suprapubic, perineal or transurethral methods 
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of resection are probably in the neighborhood of 
4 per cent or less,*”’ #8 depending upon the selection 
of patients submitted to these procedures. 

Without entering too far into the somewhat 
controversial field of prostatectomy technics, on 
which I am not qualified to speak, a survey of the 
literature indicates that two things have been espe- 
cially valuable to urologists in including a larger 
number of elderly patients in the group for prostatec- 
tomy. The first of these is the marvelous safety 
of low spinal anesthesia in these operations. Small 
amounts of drug only need be given; anesthesia 
is of short duration, and recovery rapid. The 
second factor is the more universal use of the trans- 
urethral method of prostatic resection in patients 
of uncertain risk who, fifteen or twenty years ago, 
might otherwise have been consigned to a catheter 
life or to permanent suprapubic cystostomy.*” 4° 


Ophthalmologic Surgery 


Surgery of the eye has been done on aged pa- 


‘tients for many years, and perhaps the ophthal- 


mologists should be considered pioneers in geriat- 
ric surgery. Ophthalmologic surgery was possible 
at an earlier date than other operative work be- 
cause the hazard to life has been negligible in this 
field. There were 2 deaths among 67 patients 
operated on at the Carney Hospital, but neither 
was related to the surgical procedure and might 
have occurred in these patients at any time. Opera- 
tions for cataract are highly successful,“ and the 
surgical treatment of glaucoma has offered im- 
measurable comfort to many of these patients. 
Not only has eye surgery been a boon to the aged 
patient but also the alleviation of blindness very 
often relieves the family by converting a burdensome 
elderly person into a useful member of the house- 
hold. In the Carney Hospital series, eye surgery 
ranked third in importance among aged patients. 


Surgery for Peripheral Vascular Disease 


Fifty-four of the 542 patients in our group re- 
quired operation for problems related to disease 
of the blood vessels of the lower extremities. About 
half these patients were treated for varicose veins 
or for thrombophlebitis by the various established 
ligation procedures. Prophylactic ligation of the 
deep leg veins for the prevention of thrombosis and 
embolism was not generally practiced. Ligation 
after evidence of deep phlebitis, however, was done 
in a number of patients. 

Arteriosclerotic gangrene of the leg, sometimes 
complicated by diabetes, made up the most serious 
problem. Twenty-six patients required ampu- 
tation of some portion of the extremity, and 23 of 
these underwent thigh amputation. Six patients 
(21.6 per cent) died after thigh amputation. This 
mortality rate represents a reduction from that 
which could have been achieved fifteen years ago 
in patients of this age. In addition to the many 
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new supportive measures that are applicable to 
all surgical patients, the control of sepsis by chemo- 
therapy and antibiotics deserves special mention 
in the better results now obtained in patients with 
gangrene of the leg. The use of refrigeration be- 
fore surgery and of refrigeration anesthesia as re- 
ported by O’Neil® and others seems to have been 
a definite implement in reducing mortality in the 
hands of some surgeons. In the management of 
gangrene of the leg at the Carney Hospital, re- 
frigeration anesthesia was not used extensively, 
but the control of infection and the adequate use 
of blood transfusions were found to be most im- 
portant before and after operation. Low spinal 
anesthesia was employed almost exclusively. McKit- 
trick“ has shown that the use of penicillin and 
control of sepsis have made possible conservative 
transmetatarsal amputations in diabetic patients, 
some of whom, in former years, would have been 
subjected to major amputations. The outlook for 
patients with gangrene of the leg has immeasurably 
improved in the last few years. 


Orthopedic Surgery 


We can all recall the disheartening picture pre- 
sented by the large number of old men and women 
with fractured hips who crowded the surgical 
wards up until recent times, and although the 
problem of the fractured hip is still a very difficult 
one and far from solved, fewer patients die in the 
early period after fracture and many are quickly 
made ambulatory. Before the beginning of the 
extensive use of internal-fixation procedures, many 
of these patients with hip fracture rapidly suc- 
cumbed from bronchopneumonia. Others de- 
veloped huge decubitus ulcerations, which made 
them a great nursing problem and hindered their 
chance of recovery. At best, unsatisfactory treat- 
ment with indifferent results after a long hospital 
stay was the lot of those who survived. At the 
present time, the work of the orthopedic surgeon 
in the early operative treatment of femoral-neck 
and intertrochanteric fracture has greatly lowered 
the mortality, decreased morbidity and reduced 
the patient’s hospital stay.4*-“® Low spinal anes- 
thesia has proved to be the best choice for these 
procedures. Ideally, patients of advanced age, 
even those over eighty years of age, are operated 
upon within forty-eight hours of injury and rapidly 
made ambulant. The reduction in the incidence 
of decubitus ulceration has been one of the most 
important aspects of this program. It is true that 
the incidence of nonunion is high in the aged, but 
this fact does not influence the immediate value 
of the results now obtained. In the Carney Hos- 
pital series the average age of 37 patients under- 
going bone and joint surgery was seventy-seven 
years, and fracture of the hip was the principal 
problem (Table 1). 
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Approximately a third (33.6 per cent) of the 
deaths in patients seventy years of age or over in 
Massachusetts during 1946 were accidental in 
nature, and accidents rank fourth in both sexes as 
a cause of death in elderly people. Prevention of 
home injuries might be a useful interest of the 
general practitioner as he visits his elderly patients, 
since hip fracture usually occurs in the home and 
its prevention is still worth more than all that our 
accomplishments have added to the treatment of 
this injury. 

Gynecologic Surgery 

As age advances, the need for the gynecologist’s 
services diminishes. Only 7.6 per cent of the opera- 
tions in the Carney Hospital group of elderly pa- 
tients were done for diseases of the female genital 
tract. Forty operations were performed, and 34 
of these were carried out from below. Cancer in 
this group of patients, however, requires major 
operation, and the distressing condition of uterine 
prolapse is a major affliction for some elderly women. 
Fortunately, operations by the perineal route are 
well tolerated and accompanied by a low mor- 
tality.4° There should be little hesitation in recom- 
mending surgery for herniation of the bladder or 
for other lesions resulting from relaxation of the 
pelvic floor in women of advanced age.*®° 


Other Important Operative Procedures 


In the groups of operations classified as miscel- 
laneous in Table 1 thyroidectomy for hyperthy- 
roidism and dissections of cervical lymph nodes in 
the treatment of metastatic cancer require men- 
tion. Lahey® has called attention to the mani- 
festations of hyperthyroidism in older patients. 

Relief of pain by neurosurgical procedures has a 
larger field than might be indicated by the absence 
of these operations among the elderly patients in 
our series. The operation of prefrontal lobotomy, 
now under trial, may become especially useful in 
the aged group. Tic doloreux is not infrequently 
encountered in the aged, and the relief of persistent 
pain after herpes zoster, peculiar to these patients, 
also presents a need for operative neurosurgery, 
Operations for the removal of brain tumors .1n 
patients over seventy are seldom carried out, but 
with the risk of intracranial surgery becoming 
less, we may expect that neurosurgeons will recom- 
mend operation among this group more frequently 
in the future. A great deal will depend upon the 
status of the patient and his disease, but increased 
risks in this field might be justified if a few useful 
members of society can be made out of persons who 
otherwise look forward to a vegetative existence. 


ANESTHESIA 


The passing of the epoch when anesthesia was b 
necessity performed as a side issue to surgery b 
the youngest hospital staff member as he bega 
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his hospital training, or later as he launched into 
| practice, marked a great advance in modern sur- 
gery. Progress in anesthesia required the recruit- 
| ment of physicians whose interests were not divided. 
| The firm establishment that this specialty now 
enjoys with its separate training program and at- 
tractive opportunities for its qualified men is sure 
to keep offering continued advantages for the pa- 
tient. The increased requirements that surgeons 
have made on the anesthetist’s skill and knowledge 
as they have extended extirpative surgery for can- 
cer and invaded new areas continue to be a great 
stimulus to these new specialists. 

There is considerable discursive literature on the 
subject of selection of anesthesia for the elderly 
patient. 5 All the evidence seems to show that 
in the hands of expert anesthetists there is a place 
for almost all technics and agents if an individuali- 
zation of the patient’s requirements is carefully 
made. From the standpoint of the poor-risk 
patient, several tangible facts about anesthesia 
seem to stand out that might permit of generaliza- 
tion. The first of these is obvious — an experienced 
anesthetist is the first requisite for difficult sur- 
gery; not only is he needed in the selection and 
administration of the anesthetic but also he re- 
moves a great load of responsibility from the sur- 
geon’s shoulders in assuming the management of 
blood and fluid replacement during the course of 
the operation. During the early postoperative 
period he has much to offer in preventing and 
treating pulmonary complications. 

Regarding the selection of anesthetic agents 
and technics for elderly patients, agreement exists 
among the majority of anesthetists to a reasonable 
degree although there cannot be said to be a una- 
nimity of opinion about the generalization I shall 
make. 

Regional nerve block and local infiltration have 
a field of usefulness but the extent to which these 
procedures can be put is limited by the operation 
required and by the experience of the administra- 
itor. Certain nerve-blocking procedures require 
igreat experience and practice for satisfactory 
execution, and very few anesthetists have mas- 
ered all of them. Low spinal anesthesia is agreed 
o be ideal for prostatic surgery, for gynecologic 
surgery performed from below and for amputations 
of the leg. The paralysis produced fortunately 
involves only a limited amount of the autonomic 
and somatic nervous system. 5° High spinal an- 
Psthesia involving nerve paralysis of a larger part 
bf both systems is attended by greater fluctua- 
tions in the blood pressure and often by depres- 
sion of respirations. Cardiovascular changes are 
almost always present in elderly persons, and 
nnder these circumstances high spinal anesthesia 
is not the best choice. Inhalation anesthesia us- 
mg cyclopropane or ether and the endotracheal 
ube has proved most satisfactory and safe for 
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old patients undergoing surgery of the upper ab- 
domen in the opinion of many anesthetists. Intra- 
venous anesthesia using pentothal sodium not 
only has its limitations of usefulness as a single 
agent, often requiring combination with others, 
but also, because of its depressant and toxic action 
in large doses, cannot be considered safe for the 
elderly patient. 

The least strain that is put upon the patient 
during the whole surgical procedure, including the 
induction of anesthesia, the better for the elderly 
patient, whose limits of physiologic adjustment 
are confined to narrower ranges than those of 
younger persons. Reasonable speed without dan- 
gerous haste in the accomplishment of an opera- 


. tion likewise may Jessen the burden on these pa- 


tients since a long operating time has been found 
to be a factor influencing mortality.** 


SurcIcAL ADJUNCTS AND SAFEGUARDS 


Bringing the elderly patients safely through 
major surgery has no specific formula. All measures 
found useful in the safe conduct of the adult sur- 
gical patient apply to the elderly, but must be in- 
tensified in their application. Wangensteen*’ puts 
it that greater precision in the application of all | 
measures in the preoperative period, at operation 
and during the postoperative course is mandatory 
in the management for the very old patient who 
is a border-line risk. He rightly cautions us to 
avoid that allowance of latitude in our exactness 
which in the younger person does not turn the 
balance unfavorably. True also is his statement 
that seldom does the old patient suffer from one 
disease. The principal cause of death in old age 
is heart disease, and cardiac deaths and peripheral- 
vessel accidents account for more than. half the 
fatalities in patients over the age of seventy. The 
aged patient comes to surgery with handicaps that 
cannot be greatly improved in the preoperative 
period, but must be heeded in the estimation of 
risk and in the management of the entire surgical 
performance. Cannon® has summarized the aged 
person’s capacity in the following statement: 


A survey of the chief agencies concerned in maintain- 
ing homeostasis of the acid-base balance — lungs, 
vessels and heart — shows that as life proceeds to its 
later stages there is likely to be in each of these organs 
a narrowing of the capacity to adjust for special require- 
ments. A routine existence within the limits of easy adap- 
tation may continue indefinitely without revealing any - 
weakness; but exposure to a stress which encroaches on 
the limits quickly discloses that they have become much 
restricted. 


In the changing scene of surgery today we may 
point to certain stabilized adjuncts that have 
greatly influenced our good results and increased 
the width of the application of surgery to the aged. 
Of all these benefits, which have come in many 
forms such as chemotherapy in the preparation 
of the intestinal tract for operation, antibiotics 
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and chemotherapy in the treatment of infection 
and new anesthetic drugs and technics, none can 
compare, I believe, with the help that a safe pro- 
cedure for blood transfusion has provided. The 
universal use to which this supportive measure 
has been put by the surgeon in the correction of 
severe anemia and the restoration of blood volume 
before surgery, as well as in the replacement of 
blood as it is shed during operation, has perhaps 
no peer in supporting surgical practice. The newer 
studies of Lyons®® have shown us particularly the 
importance of blood-volume estimations as an in- 
dex for estimating the blood-replacement needs 
in patients if they are to be optimally prepared 
to withstand long and difficult surgical procedures. 


Elderly patients with cancer of the gastrointes- . 


tinal tract exhibiting weight loss have a reduced 
blood volume, and under these conditions are 
more vulnerable to surgical shock at operation 
and less well prepared to meet the postoperative 
period. Indications for adequate preoperative 
transfusion therapy require blood-volume studies, 
since accurate information from the blood-cell 
count, hemoglobin value, hematocrit reading and 
plasma protein determinations are misleading and 
- do not estimate this factor of the quantity of avail- 
able circulating mass. Wangensteen’s® practice 
of accurately measuring blood loss during opera- 
tion with quantitative replacement represents a 
particular refinement of supportive treatment by 
blood transfusion. Clinical estimations have proved 
satisfactory in the hands of most groups. 

The nutritional deficiencies of elderly patients 
with cancer of the gastrointestinal tract have been 
elaborately studied by Varco.“ Experimental and 
clinical investigation has related hypoproteinemia 
and vitamin deficiency to poor tissue healing.®-* 
The application of the knowledge to practice prob- 
ably has not kept pace with these developments. 
The dietary management of patients who have 
sustained great loss of weight during their disease 
has been carefully described by Wangensteen®® 
and by Varco,® but few of us have had the pa- 
tience to carry out these details. Rapid prepara- 
tion of depleted patients by adequate blood trans- 
fusion is the common practice, and may be the 
better choice under most circumstances since 
preparation time is not unlimited. 

Adequate hydration is necessary, but too often 
‘in the elderly person overhydration is practiced. 
Excessive sodium administration can, in the presence 
of a weak heart, actually precipitate failure that 
may be fatal and probably represents an insuffi- 
ciently appreciated cause of death in the post- 
operative period.® It is not a bad practice to run 
the elderly patient a little short on sodium chloride. 

One of the most difficult situations in the elderly 
patient is that of pressure necrosis of the skin, with 
its resulting bedsores.5® Its treatment is difficult, 
and its prevention our best hope. Constant mov- 
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ing of the patient as soon as he becomes confined 
to bed, with the alleviation of pressure on the areas 
that usually bear weight in the dorsal decubitus 
position, is the best insurance against this com- 
plication. 

I have mentioned prophylaxis directed at de- 
creasing the incidence of thrombophlebitis and 
pulmonary embolism by ligation of the deep veins 
of the leg now widely practiced since the demon- 
stration by Homans® of its value in the prevention 
of embolism. Allen and his associates®* ® at the 
Massachusetts General Hospital are convinced of 
the efficacy of this practice carried out under the 
conditions of their routine and report a reduction 
in the incidence of fatal embolism among their 
patients. Good results in the control of this com- 
plication have also been reported by those who 
have used anticoagulants, in the form of either 
dicumarol’” or heparin.” The majority of 
surgeons today, however, pursue what would seem 
to be a middle course program tending to rely on 
early ambulation and exercise as a preventive 
measure, and daily examination of the legs for de- 
tection of thrombophlebitis in the deep veins. 
Anticoagulant therapy and vein ligations are then 
reserved for treatment. That the answer to this 
problem remains to be solved, all will agree.“ In 
the elderly patient, the known higher incidence 
of fatal embolism, however, makes it mandatory 
that some program be adopted, for loss of life from 
embolism has come to be considered in many quar- 
ters a surgical error. 

Last of all, but not least, the long-term training 
programs in surgery conducted in our teaching 
hospitals offer an experienced full-time resident 
staff immediately available for the necessary vigilant 
care of patients whose survival may depend on 
special knowledge promptly applied at a critical 
time. In addition, each year for many years men 
have been moving out from these centers to com- 
munity practice where they are on the scene to 
answer the surgical needs of our population. In 
no other country has surgery been taught so ex- 
tensively by its preceptors, and decentralization 
of this specialty has moved ahead rapidly, making 
surgery of a high order available to a larger numbe 
of people. 


SUMMARY 


Five per cent of the population of the Common 
wealth of Massachusetts is composed of men and 
women who have reached or passed the age of 
seventy years. Operative surgery in patients be 
yond the age of seventy has been demonstrated i 
the experience of recent years to be relatively safe 
The yearly increase in the elderly population 1 
this country indicates that we may expect a larger 
requirement for surgery among the aged as time 
goes on. The recognized higher surgical mortalit 
rates in these patients are constantly decreasing 
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| and, at the same time, more extensive and for- 
| midable procedures are being successfully applied. 
Diseases of the heart and blood vessels represent 
the principal causes of death among patients who 
| succumb during the postoperative period for reasons 
' not directly related to the operative work. Our 
efforts must be directed toward making surgery 
even safer for these patients by concentrating on 
| increasing our accuracy in the application of the 
| details of surgical care so that mortality rates reach 
the irreducible minimum possible with present 
| knowledge. 

As physicians, entering a period in which the 
| problems in geriatrics are on the increase, we owe 
}a responsibility to our aged patients to approach 

the investigation of their illnesses with the same 
| perspective that we do in the case of younger per- 
sons — that is, with the conviction that the outlook 
}is not hopeless in many cases if surgery is needed. 
The high mortality rates among the elderly who 
must undergo surgery as an emergency can be 
avoided by earlier diagnosis and planned surgery 
at a safer time in a substantial number of cases. 
Early diagnosis and prompt acceptance of surgery 
in old patients with cancer seem to offer a partic- 
ularly fruitful field for improvement. 


In the preparation of this manuscript, I have received 
the hel ey dvi vice of many of my colleagues i in the Depart- 
ment of Surgery. Particularly I wish to express my indebted- 
ness to the members of the Carney Hospital Surgical Staff 
and to Dr. Herbert L. Lombard, director of the Division of 
ancer and Other Chronic Diseases, Massachusetts Depart- 
ment of Public Health. 
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BRONCHIECTASIS FOLLOWING ASPIRATION OF TIMOTHY GRASS* 


Report of Eight Cases 


Max G. Carter, M.D.,} Kennetu J. Wetcn, M.D.f 


BOSTON 


HILDREN often aspirate vegetable foreign 

bodies into the tracheobronchial tree. Many 
varieties have been reported, including certain 
grasses. Because these are nonopaque to x-rays 
diagnosis may be long delayed. Our interest in the 
problem was aroused because of the incidental 
finding of timothy-grass heads (Phleum pratense) 
imbedded in the bronchi of lobes removed for sup- 


Ficure 1. Timothy Grass Head (Phieum pratense). 


puration and bronchiectasis of unknown cause 
(Fig. 1). 

Jackson and Jackson,!' in 1936, reported broncho- 
scopic removal of vegetable foreign bodies in 562 
cases, of which 6 were timothy heads. The result 
in all 6 cases was reported as “extraction, cure.” 
In none, however, was the length of follow-up 
study noted. Clerf? observed that bronchiectasis, 
abscess and pyothorax were particularly apt to 
arise in patients who had aspirated grass heads. 
Other authors have reported even more serious 
complications, including severe hemorrhage and 


*From the kamoeasons of Pathology, New England Deaconess Hospital, 
and the Departments o 

tResident surgeon, Sanatorium Division, Boston City Hospital; formerly, 
assistant in pathology, New England Deaconess Hospital. 

tAssistant resident surgeon, The Children’s Hospital; formerly, intern 
in pathology, The Children’s Hospital. 


Surgery and Pathology, The Children’s Hospital. - 


metastatic suppuration. Seydell* collected 10 cases 
from the literature from 1662 to 1936 and added 1 
of his own, illustrating what he called the power 
of spontaneous propulsion of grass and grain heads. 
In all these patients the foreign bodies were pro 
pelled by respiratory movements to the lung periph 
ery, where they formed abscesses that subsequentl 
ruptured with expulsion of the foreign body throug 
the chest wall. Purcell‘ reported a similar case i 
1939. Butler’ studied 2 patients who had aspirated 
timothy heads with recovery following lobectomy 
Taylor® observed 19 cases of grass aspiration wit 


1 death. 
CuinicaL Data 


The clinical histories in 8 cases of timothy-gras 
aspiration are presented in Table 1. All these pa 
tients were seen between October, 1942, and March 
1947. The ages varied from one year and tw 
months to fourteen years, 4 patients being unde 
the age of three and 4 over the age of six. All thes 
children lived in rural areas of New England. 


History of Aspiration 
A well established or highly suggestive history q 
foreign-body aspiration was obtained from 5 pa 
tients. In all these cases the aspiration had o¢ 
curred in June or early July. All 5 patients ha 
immediate symptoms, which were sustained an 
progressive. In no case did a latent period follo 
aspiration. The earliest onset of illness could nq 
be established in the 3 patients lacking a histo 
of aspiration. However, the fact that the illnes 
which later proved to be due to an aspirated foreig 
body, first brought each of these patients under 
doctor’s care in the month of July, August 4 
November suggests aspiration in the same season. 
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| Symptoms and Primary Diagnosis 


All patients presented similar symptoms when 
| first seen by a doctor. Intermittent fever was al- 
| ways present. Cough was prominent in 7 patients, 
| weight loss in 4, and abdominal pain in 1. The 
| production of sputum was not an early symptom. 

An initial diagnosis of pneumonia was made in 5 
cases, “cold” in 1, “pneumonitis” in 1 and lung 
abscess in 1. The possibility of a foreign body was 
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bronchoscopy. In 4 patients the foreign body was 
not found in spite of multiple bronchoscopies. 


Late Symptoms and Complications 


Recovery was apparently complete in 1 patient 
after bronchoscopic removal of the timothy. The 
remaining 7 required lobectomy because of con- 
tinuing symptoms. Intermittent fever was present 
in all cases even though adequate chemotherapy 
was given. The production of sputum occurred as 


TasLe 1. Summary of Data in Cases of Timothy-Grass Aspiration. 


Case Source* Ace Sex Historyor MInittat Foreicn Inter- Initiat X-Ray OPERATION PLEURAL Post- -Up 
No. AspirRaTION CLINICAL Bopy DiacnNosis ADHESIONS OPERA- 
Diacnosis Suc- Situ TIV 
GESTED Hos- 
PITAL 
Course 
yr. mo. mo. days 
1 MeGH 
25873 12/12 F + July Upper re- 0- 2 ~—s Atelectasis, None — Patient well 
spiratory right lung after 4 yr. 
cH infection 
266,754 13/12 M 0 — Abscess 4 Abscess, right 12. Patient well 
: cn ower lo lower | after 4 yr. 
297,897 22/12 M + July Pneumonia 0 3 Pneumonia, Lobectomy (right ee 12. Patient well 
right lower lower lo after 6 mo, 
lo 
4 NEDH 
122,207 26/12 F 0 — Pneumonia, 0 ? Pneumonia, Lobectomy (right 0 22. ~—s Patient well 
4 with em- i lower lower lobe) 
5 CH 
311,352 64/12 M 0 — Pneumonia 0 5 Lobectomy (right +4+4+4+ 25 ~=—Patient well 
6 lower lower | lobe) after 4 mo, 
6 MGH 
453,344 711/12 F + June Pneumonia 0 36 =©Pneumonia, Lobectomy (right ++4+4+ 13. Patient well 
no lower lower | lobe) after 3 yr. 
7 MMH 
312,921 10 M June Pneumonitis 5 Abscess, left (left 12. Patient well 
lower lobe lower ) after 3 mo. 
8 NEDH } 
136,866 14 M + June Pneumonia 0 32 Cope fates, Lobectomy (right ++ Patient well 
lower lobe) after 2 mo. 


lower 


*MeGH — Maine General Hospital. 
CH — Children’s Hospital. 
NEDH — New England Deaconess Hospital. 
MGH — Massachusetts General Hospital. 
MMH — Massachusetts Memorial Hospitals. 


uggested in only 2 of the 8 patients. when first 


nitial X-ray Films and Early Complications 


There was a marked delay in x-ray examination 
bf the chest in spite of pulmonary symptoms and 
igns. When x-ray films were obtained the diag- 
osis of pneumonitis, atelectasis, pneumonia or 
\bscess was made. In 7 cases the pathologic process 
as on the right side. 

Fluid or pus. in the pleural space occurred in 3 
atients early in the course of the disease. In 2 of 
hese, multiple rib resections were done. 


ronchoscopy 


Prolonged symptoms ultimately led to bronchos- 
bpy in 7 cases. In 3 of these the timothy head was 
covered, and in each it was found at the first 


a late symptom in all patients, and the sputum 
was foul in 6. Cough was present in 6. Hemoptysis 
occurred in only 2 patients, but in both it was the 
major symptom. One boy (Case 5) had eight 
episodes of massive hemoptysis during a four-month 
period and required multiple transfusions on three 
occasions. Weight loss occurred in 3 of the younger 
patients. Pain was present in only 2 cases. This 
was referred to the abdomen in each case, and the 
pulmonary disease was limited to the right lower 
lobe. Anemia was marked in 1 patient who had 
massive hemoptysis. Clubbing of the fingers was. 
not prominent in any case. 


Bronchograms 


Bronchiectasis was in 5 patients 
by bronchography. Multiple small abscess cavities 
were present in addition in 1 patient. Lung abscess 
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was diagnosed with plain films in 2 patients, and 
bronchography was therefore not done. There 
were no characteristic bronchographic findings to 
suggest foreign-body aspiration. 


Bacteriology 


Bacteriologic examination of the sputum was done 
in only 5 patients. Alpha and gamma streptococci, 
Staphylococcus aureus, and Haemophilus influenzae 
were reported. The isolation of H. influenzae from 
the sputum of I patient led to a diagnosis of in- 


Ficure 2. Hemisected Right Lower Lobe in Case 6, Showing 
Extensive Bronchiectasis 


fluenzal pneumonia, and aerosol streptomycin was 
given without effect. No bacteriologic pattern 
characteristic of timothy aspiration was observed, 
although no special mediums were used. 


Duration of Foreign-Body Stay 


The duration of stay of timothy in the bronchi 
varied from two to thirty-six months. In patients 
under the age of three the average stay was three 
months. In patients over six years of age the aver- 
age stay was nineteen and a half months. In the 7 
patients requiring surgery the period from the 
onset of symptoms to lobectomy varied from four 
months to three years. 
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Operations 


Lobectomies were performed in 7 cases, the right 
lower lobe being removed in 6 cases and the left 
lower lobe in 1. Hilar-dissection technic was used 
in all but 1 case. Dense pleural and diaphragmatic 
adhesions were encountered in 6 patients. 

The postoperative course was uneventful in 6 
cases. One patient with unusually extensive intra- 
pleural adhesions and a long operation showed a 
low daily rise in temperature until the seventeenth 
postoperative day. There was incomplete pulmo- 
nary expansion and intrapleural fluid on the side of 
operation during this period. No wound complica- 
tions were encountered. All patients were asympto- 
matic at the time of discharge. 


Follow-up Study 


Follow-up information is available on all pa 
tients, the observation periods varying from two 
months to four years. The 7 patients who have 
had lobectomies are well. The one who had broncho 
scopic removal of the timothy head without lobec 
tomy has been well for four years. 


PATHOLOGY 


The excised lobes showed similar pathologic 
changes, which varied only in degree. There were 
no specific changes that could be attributed ex 
clusively to the action of timothy grass. Three o 
the lobes contained basilar abscesses, and in 2 o 
these the timothy was found by the pathologist 
In the third, the timothy was removed at operatio 
by rupture of the peripherally placed abscess while 
the pleural space was being dissected. The lobe 
in 4 cases showed classic bronchiectasis, as in Cas¢ 
6 (Fig. 2), with irregularly dilated bronchi measur 
ing up to 1 cm. in diameter. The bronchial wall 
were thickened up to 0.6 cm. Timothy heads wer 
found lying within ectatic bronchi in 2 cases. Th 
timothy heads were always found stem downward 
with their barbules pointing upward. 

All lobes after removal were formalin fixed. Mul 
tiple tissue blocks were then obtained from charac 
teristic areas, and sections were stained with hemz 
toxylin and eosin, either Mallory’s or Masson’ 
connective-tissue method and Verhoeff’s elastic 
tissue stain. 

_ The most striking histologic finding was exte 
sive connective-tissue proliferation about the bronc 
and vessels with extension along all the pulmonar 
septums. This was most marked in patients wh 
had prolonged illness and was least obvious in tho 
from whom the foreign body was removed bro 
choscopically. Six cases showed a cellular intra 
bronchial exudate. In 5 of these there was marke 
organization, with conversion of the exudate t 
active granulation tissue. The response of the bro 
chial mucosa varied from slight proliferation 4 
columnar epithelial cells to production of thia 
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squamous epithelium. Diffuse peribronchial in- 
filtration with lymphocytes and large lymph-follicle 
formation in the submucosa were prominent in all 
cases. The elastic and smooth-muscle layers of 
the bronchi were disrupted and replaced by connec- 
tive tissue and chronic inflammatory cells. Eosino- 
phils, plasma cells and lymphocytes were the most 
common inflammatory cells in all lobes, but poly- 
morphonuclear leukocytes were numerous imme- 
diately surrounding the abscesses. A marked in- 
timal obliterative endarteritis was present in 4 
cases; Fig. 3 shows the histologic findings in Case 7. 
This was most extensive near the diseased bronchi 
or abscess cavities. A large thrombosed and par- 
tially recanalized vein was found communicating 
with an abscess cavity in one lobe. 

The alveoli of all excised lobes contained varying 
amounts of edema fluid, red cells, chronic inflam- 
matory cells and macrophages. Some macrophages 
were fat laden, whereas others contained pigment. 
Multinucleated giant cells were occasionally present. 
The alveolar walls were variably thickened. In 
some areas alveoli were isolated by proliferating 


Figure 3. Cross-Section of Timothy in the Bronchus in Case7, 
with Masson’s Trichrome Green Stain (x6). 


Note the marked obliterative endarteritis of the bronchial vessels 
and the thickening of the bronchial wall. 


connective tissue and were lined with darkly stain- 
ing cuboidal epithelium. 

In general, the diffuse acute inflammatory re- 
sponse was most marked in patients under three 
years of age. Localized abscess formation, diffuse 
chronic inflammation, fibrosis and obliterative 
endarteritis were all most marked in children over 
the age of six. However, the average sojourn of 
the foreign body in the bronchi of the former group 
was three months compared to nineteen and a half 
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months in the bronchi of the latter group. In addi- 
tion, the timothy heads were more peripherally 
located in the lungs of the older patients. 

Unstained smears were made of scrapings from 
the bronchial walls adjacent to the timothy head 


Ficure 4. Unstained Smear from the Bronchial Wall in Case 5, 


Showing Timothy Barbules (x63). 


in 2 cases. Spicules of fibrous vegetable material 
were easily seen in both (Fig. 4). 


CasE REportTs 


The following case histories are considered typical. 
In Case 3 the foreign body was removed broncho- 
scopically, but bronchiectasis had become estab- 
lished, so that lobectomy was ultimately necessary 
for cure. In Case 6 the foreign body remained 
undiagnosed for a long period and caused marked 
debility before lobectomy was performed. 


Case 3. C. F., a 2-2/12-year-old boy, entered the hospital 
with a history of cough and intermittent fever after “‘swal- 
lowing” a piece of grass at the age of 17 months. A diag- 
nosis of pneumonia was made, and chemotherapy given. 
The child was then taken out of the hospital against ad- 
vice, but because of a continued septic course, hospital 
care was sought again after an interval of 2144 months. On 
this admission a Tevslns body was suspected, and at the 
first bronchoscopy a timothy tip was recovered from the 
right lower-lobe bronchus. The patient subsequently im- 
proved clinically, but repeated bronchograms over the 
next 9-month period showed extensive and progressive 
bronchiectasis of this lobe. For this reason lobectomy was 
ee. Pathological examination revealed no additional 
oreign material. He has been asymptomatic for 1 year, 
and no pulmonary complications have developed. 


Case 6. S.5S., a 7-11/12-year-old girl, gave the history of 
a choking spell at the age of 5 years after chewing grass in 
the early summer. One week after this episode she was 
hospitalized with a diagnosis of pneumonia. The infection 

id not respond to chemotherapy, and empyema resulted. 
Three thoracenteses and later three rib resections were done. 
The patient was chronically ill and out of school for 1 year. 
Three years after aspiration she had a chronic cough, foul 
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sputum and x-ray evidence of bronchiectasis of the right 
lower lobe. The timothy was found in a subpleural abscess 
at operation, and lobectomy resulted in a cure. 


Discussion 


The Jacksons! have pointed out many reasons 
why the diagnosis of inspired foreign bodies is so 
often missed. Failure to elicit the history and fail- 
ure to consider the possibility early in the course 
of the illness were the two principal reasons for 
misdiagnosis in the 8 patients described above. 
They illustrate the prolonged and disabling illness 
that may result when the correct diagnosis is not 
established. A foreign body was ultimately con- 
sidered in all cases, but in only 1 was the timothy 
removed early enough to effect a cure without 
lobectomy. 

The symptomatology is characteristic only of 
pulmonary infection unless a major bronchus is 
completely obstructed. In this event immediate 
massive atelectasis occurs with such severe symp- 
toms that more aggressive efforts are usually made 
toward diagnosis. In this small series the correct 
diagnosis was established earlier in patients under 
the age of three. It is logical to assume that the 
smaller bronchi of very young children lodge the 
timothy at a higher point. Thus, the youngest pa- 
tient in the series was bronchoscoped because of 
atelectasis following aspiration, and the timothy 
was removed. This was the only case in which 
lobectomy was not required. 

In all 8 patients, as well as in those reported in 
the literature, the grass heads were oriented stem 
downward so that movement was possible in a 
peripheral direction only. In the older children 
with larger bronchi the grass progresses distally 
and is soon lost from bronchoscopic view. In this 
group localized abscess formation with empyema 
and pyopneumothorax is more common because 
of the subpleural position of the foreign body. 

Severe hemoptysis in a child should immediately 
suggest the possibility of a foreign body. In 1 of 
the patients reported by Butler et al. timothy 
fibers were found in blood coughed from the lungs. 
Timothy fibers were also found in smears made 
from the bronchi of the excised lobes in 2 cases of 
this series. These findings suggest the value of un- 
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stained smears of blood or bronchial secretions in 
the diagnosis of inspired vegetable foreign bodies. 

The locality in which the patient lives and thé 
season of the year are further clues to be considered. 
One would expect grasses or grains to be inspired 
during their flowering seasons. This season for 
timothy is during June and July in this locality. 

The uniform operative procedures and the un- 
eventful convalescence of these 7 patients illus- 
trate the low risk of lobectomy in young patients. 
Even though the presence of a foreign body cannot 
be established, recurrent hemoptysis from an ob- 
viously damaged lobe or known bronchiectasis 
should be an indication for surgical treatment when 
tuberculosis has been excluded. 

Two additional cases of Timothy grass aspiration 
have come to our attention since the completion of 
this study. In one of these bronchoscopic removal 
was possible. 


SUMMARY 


Eight cases of timothy-grass foreign bodies in 
the bronchi are presented. Seven of these required 
lobectomy because of subsequent bronchiectasis or 
lung abscess. 

The peculiarities of this foreign body are dis- 
cussed. 

No specific pathologic lesion was found in the 
cases presented. 

Suggestions for early diagnosis are made. 


We are indebted to the following for the use of their case 
histories: Drs. Ralph Adams, Robert E. Gross, Thomas 
H. Lanman, Richard H. Overholt, 5 W. Strieder, Richard 
H. Sweet and Orvar Swenson, all of Boston, and to Dr. 
George E. Cummings, of Portland, Maine. 
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COEXISTING PULMONARY COCCIDIOIDOMYCOSIS AND TUBERCULOSIS* 


LizuTenant (jg) Ropert S. Strupy (MC), U.S.N.R.,f anp Morcenstern, M.D.} 


ASHEVILLE AND BLACK MOUNTAIN, NORTH CAROLINA 


IOR to World War II, coccidioidomycosis was 

a relatively rare disease known chiefly to phy- 
sicians in the San Joaquin Valley and a few other 
scattered areas in the southwestern portion of the 
United States. Winn,! in 1941, reported a series of 
12 cases in which attention was called to the fre- 
quency of pulmonary cavitation as a manifestation 
of coccidioidomycosis. 

During the war, when hundreds of thousands of 
troops were assigned for desert maneuvers in en- 
demic areas such as Arizona, southern California 
and southwestern Texas, a large number acquired 
coccidioidal infection with pulmonary cavitation. 
As a result, many medical officers were brought 
into personal contact with the problem of differen- 
tiating the pulmonary lesions of coccidioidomycosis 
and those of tuberculosis. Several comprehensive 
articles have recently appeared in the literature 
dealing with all phases of the disease, including its 
roentgenologic differentiation from tuberculosis.2—“ 

Although there is no reason that tuberculosis and 
coccidioidomycosis cannot coexist, the literature 
contains only three such reports.*-* However, Dr. 
C. E. Smith,’ of Stanford University, indicated 
that he had seen a number of cases in which coccid- 
ioidal infection was superimposed on active pul- 
monary tuberculosis and 2 with tuberculosis super- 
imposed on coccidioidal cavitation or active in- 
fection. Recently we observed a case in which 
caseous pneumonic tuberculosis with cavitation de- 
veloped in a patient who already had a coccidioidal 
cavity in the opposite lung. Had we not known 
the previous medical history (at the time of the last 
admission), the finding of tubercle bacilli in the 
sputum together with the x-ray picture would have 
| led to a diagnosis of bilateral cavitary tuberculosis, 
| and the coccidioidomycosis would have been over- 
looked. 

This case raises the question whether it would 
not be wise to do routine examinations for both 


of pulmonary disease with cavitation. This is in 
| line with the conclusions of Greer and Gemoets® 
| that coexisting tuberculosis and fungous infection 
should be more frequently considered. In a series 
of about 300 cases of tuberculosis they found 
| parasitic fungi in the tracheal washings in 4 per cent. 


tration, Oteen, North Carolina. 

Published with the permission of the chief medical officer, Department 
| of Medicine and Surgery, Veterans Administration, who assumes no re- 
| sponsibility for the opinions expressed or conclusions drawn by the authors. 
tAssigned by Navy to Veterans Administration, Oteen, North Carolina. 


tChief of medicine, Veterans Administration Hospital, Oteen, North 
Carolina. 


| coccidioides immitis and tubercle bacilli in all cases — 


*From the Department of Medicine and Surgery, Veterans Adminis- | 


CasE REPORT 


_ I. F., a 24-year-old Negro, was admitted to the hospital 
in December, 1945. Pulmonary tuberculosis had been diag- 
nosed on routine x-ray examination at a separation center 
that showed infiltration in both apexes and in the right third 
anterior interspace. 

During the war the patient had taken part in desert maneu- 
vers in southern California from June to December, 1943, 
but had had no respiratory illnesses. The past medical his- 
tory was noncontributory. The family history was negative 
for tuberculosis. 

On admission the only complaint was intermittent, slight 

ain in the left side of the chest for the past few months. 
hysical examination revealed a well developed man who 


Figure 1. Chest Film Taken on December 6, 1945, Showing 
Minimal Infiltration in Both Apexes and an Area of Irregularly 
Annular Density in the Right Apex. 


did not appear ill. There was no dyspnea or cyanosis, and 
examination of the heart and lungs was negative. There 
were two healed scars over the left ankle and foot from an 
old gunshot wound. 

X-ray examination showed minimal infiltration in both 
apexes (Fig. 1). Because of an area of irregularly annular 
density above the right clavicle, planigrams were taken on 
January 19, 1946, confirming the presence of a small thin- 
walled cavity (Fig. 2). 

Significant laboratory findings at that time were as follows. 
A tuberculin skin test using purified protein derivative was 
negative in the first strength and weakly positive in the 
second strength. Coccidioidin skin test in a 1:1000 dilution 
was negative on two occasions. Sputum concentrates, ex- 
amination of the gastric contents, one sputum culture and 
one guinea-pig inoculation were negative for tubercle bacilli. 

ne 72-hour concentrate was negative for fungi. The sedi- 
mentation rate was 8 mm. in 1 hour. Urinalysis showed a 
trace of albumin. Blood counts were within normal limits. 
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The patient left the hospital against advice in March, and 
the discharge diagnosis was chronic pulmonary tuberculosis, 
moderately advanced. ; 

The patient returned to the hospital on June 13, with the 
chief complaint of bilateral chest pain and a slightly pro- 
ductive cough. 

Physical examination and x-ray films of the chest showed 
no essential change since the previous admission. There was 
the same isolated, thin-walled cavity in the right apex and a 
small area of infiltration in the left apex. 

A coccidioidin skin test was —: on July 2 in a 1:1000 
dilution and positive on July 5 in a 1:100 dilution. Sputum 
studies for acid-fast bacilli, including seven direct smears, 
five concentrates and three gastric lavages, were negative. 
On July 15 the sputum was found to contain spherules of 


Coccidioides immitis on direct smear, and this was confirmed 


by culture on July 20. Serologic tests for active coccidioido- 
mycosis weve performed on August 31 by Dr. C. E. Smith, 
of Stanford University. The complement-fixation test was 
++++ in 1:2 and 1:4 dilutions. The precipitin tests were 
all negative: Dr. Smith concluded that the findings indicated 
a coccidioidal infection. ; 
Two attempts to close the right apical cavity with phreni- 
clasia were unsuccessful. Chloraquin was tried empirically, 
with no favorable result. 
he sputum continued to be positive for C. immitis, but 
the symptoms of cough and chest pain cleared. Since at that 
time there was little evidence that the spherule form of 


19, 1946, Showing a 
Right Apex. 


Ficure 2. Planigram Taken on Janua 


Definite Thin-Walled Cavity in t 


coccidioides was infectious,® the patient was discharged with 
maximal hospital benefit on February 19, 1947. 

e was admitted for the third time on October 7, because 
of intermittent hemoptysis since March. He had also lost 
10 pounds in the past 6 months. Examination of the chest 
revealed an impaired percussion note over the left apex 
posteriorly, with decreased breath sounds and post-tussive 
rales over the upper half of the left side of the chest pos- 
teriorly. X-ray examination on October 8 showed consider- 
able wae eae of the thin-walled cavity-in the right apex 
(Fig. 3). In addition, the upper third of the left lung was 
involved by a dense confluent type of infiltration, with 
several ill defined areas of radiolucence. The appearance 
of the lesion in the left lung was that of a fresh exudative 
tuberculosis. The temperature ranged between 98 and 99.6°F. 
Sputum examination showed acid-fast bacilli on both smear 
and culture. A serologic test for coccidioidal infection was 
repeated at this time by Dr. Smith. The complement-fixa- 
tion test was ++-+-+ in dilutions of 1:2, 1:4 and 1:8 and 
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++ in a dilution of 1:16. The precipitin tests were nega- 
tive in all dilutions. Dr. Smith interpreted these results as 
not being high enough to indicate a coccidioidal dissemina- 
tion. C. immitis was again found in the sputum on smear 
and culture. 

The patient was recommended for streptomycin treatment 
of the exudative tuberculous lesion but left the hospital 


Ficure 3. Chest Film Taken on December 8, 1947. 
The thin-walled coccidioidal cavity in the right apex has en- 
larged. Caseous pneumonic tuberculosis, with cavitation, has 
developed in the left upper lobe. 


against advice on November 1, before this therapy could be 
instituted. 


SUMMARY 


A case is presented in which coccidioidal cavita- 
tion was observed for fifteen months in a patient 
who subsequently developed a caseous cavitary 
tuberculosis in the opposite lung, with a positive | 
sputum test for tubercle bacilli. 

That tuberculosis and coccidioidomycosis may 
both cause pulmonary cavitation is now a well | 
known fact. Also, since the diseases may coexist | 
in the same patient, it is advisable to check rou- 1 
tinely for both tubercle bacilli and Coccidioides 
immitis in all patients with pulmonary cavitation. | 
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MALARIA RELAPSE — SPITLER 


MALARIA RELAPSE 


Report of a Case Thirty-Six Years after Original Infection 


D. Kirk Spitter, M.D.* 


CLEVELAND, OHIO 


HE problems of malaria control and treatment 
after the return of personnel from endemic 
areas have frequently been reported in the recent 
literature.1 Not the least of these problems is the 
matter of relapse. Whereas this usually occurs 
within the first two or three months, there are re- 
ports of initial relapse one and a half to two and a 
half years after the original attack.2 Relapses at 
longer periods have been observed, but these are 
in persons with recurring relapse, such as Ross’s 
father, who suffered from repeated attacks for nine 
years after leaving an endemic area.’ 
The following case, in which the initial relapse 
occurred thirty-six years (or longer) after the 
original infection, is believed to be of interest. 


CasE REpPoRT 


A 69-year-old Sicilian laborer was admitted to the Uni- 
versity Hospitals, Cleveland, on February 21, 1938, on the 
service of Dr. J. T. Wearn. He complained of chills and 
fever occurring at “4-day intervals” for the preceding 6 
weeks and a painful lump in the upper portion of the left side 
of the abdomen. “Four days” before the onset of these chills 
he had slipped and fallen, striking the left side of the trunk 
on the street curbing. 

he past history was significant in that the patient had 
been in the Sicilian Merchant Marine from the age of 7 to 
33, calling at ports as far as the South Pacific. He had come 
to the United States in 1902 and had lived in the vicinity 
of Cleveland ever since. He stated that he had had one at- 
tack of malaria in Sicily, but he did not recall his exact age 
at the time. He denied any recent hypodermic injections. 

Physical examination revealed a fairly well developed and 
poorly nourished, sallow man. He had bilateral lenticular 
opacities and gingivitis. Aside from occasional extrasystoles 
examination of the heart was negative, and the lungs were 
clear. The liver and the spleen could be felt during inspira- 
tion, the latter being slightly tender. The remainder of the 
physical examination was negative. 

The temperature was 99.5°F., the pulse 88, and the respira- 
tions 20. The blood pressure was 162/88. 

Urinalysis was negative. Examination of the blood disclosed 
a red-cell count of 4,590,000, with a hemoglobin of 90 per cent 
(Sahli), and a white-cell count of 3800, with 65 per cent 
neutrophils, 20 per cent small lymphocytes, 2 per cent large 
lymphocytes and 13 per cent monocytes. The parasites 
(Plasmodium snalestasy of quartan malaria were seen 
within many red blood cells on the day of admission and 
on the following day. 

On the Ist and dth hospital days the patient had a chill, 
after which the temperature rose to 105 and 104.8°F., re- 
spectively. He ‘was given 1 gm. of quinine sulfate after the 
second chill, seal by 0.64 gm. three times daily. There- 
after he had no further elevation of temperature and was 
discharged on the 9th hospital day with sufficient quinine 
to last for 1 week. He was followed in the outpatient depart- 
ment and was last seen at home in July, 1947. He had had 
no subsequent febrile illness. 


Discussion 


It is often difficult, if not impossible, to differen- 
tiate malarial relapse and reinfection, since the host 


*Associate in medicine, St. Luke’s Hospital. 


usually continues to reside in an endemic area. In 
the case reported above reinfection by natural 
means is highly improbable, and the possibility of 
previous parenteral medication was excluded. 

As in the present case the relapse of malaria may 
occur at times and in places not likely in them- 
selves to suggest the diagnosis. Diagnosis is further 
confused by the occasional atypical clinical course.‘ 
Hence malaria should be considered in any bizarre 
illness in a person who has either had malaria or 
resided in an endemic area. That the disease should 
recur after an interval of at least thirty-six years is 
admittedly unusual, but serves to emphasize the 
persistence of latent infection. Such latency, which 
constitutes a carrier state, illustrates the inadvis- 
ability of using as blood donors persons who have 
had malaria at any time in the past. The patient 
mentioned by Coggeshall,®5 who transmitted malaria © 
‘by transfusion thirty-seven years after leaving his 
native country (Greece), where he had had malaria, 
further demonstrates this danger. 

The cause of relapse in the case reported above is 
a matter for conjecture. It is now generally con- 
sidered that during latent periods the plasmodia 
are undergoing cycles of development within the 
monocytes and reticuloendothelial cells, the so- 
called “exoerythrocytic cycle.” Trauma, extreme 
of temperature and fatigue frequently precede re- 
lapse. The effect of these external forces is ap- 
parently to induce cyclic redevelopment of the 
parasites in the red cells, with the production of 
clinical malaria. Such a course may have occurred 
in this patient after the blow to the area of the 
spleen. 


SUMMARY 


A case of relapse thirty-six years after the original 
malaria infection is presented. 
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MEDICAL PROGRESS 


PILONIDAL CYST AND SINUS (Concluded) 


Joserx Lisurt, M.D.* 


HUNTINGTON, NEW YORK 


Primary Closure 


In this method, after the diseased tissue has been 
excised, the wound is closed by various types of 
suturing, in many cases in conjunction with gluteal 
flap placements, all aimed at effecting successful 
closure. 

Ferguson and Mecroy*® present 37 cases with 92 
-per cent cures following primary closure under a 
local anesthetic, an average healing time of seven- 
teen and four-tenths days and two days lost from 
work, 

Cohn* advocates complete excision with primary 
closure, using a series of U sutures on either side of 
the wound edges to include the sacrococcygeal 
fascia, and finally tying” the sutures over a small 
gauze roll. The patient is kept in the prone position 
for the entire length of healing. 

Camp and Polites® eliminate dead space by plac- 
ing the deep and retention sutures beneath the 
sacrococcygeal ligaments, preventing infection by 
sifting sulfonamide powder through the closure. 

Oldham® reports 19 cases with 100 per cent suc- 
cess. He creates an elliptical area 12.5 cm. or more 
long, and 7.5 cm. or more wide, down to the liga- 
ments of the sacrum and coccyx, and laterally down 
to the gluteus maximus muscles. He states that 
primary union can be obtained by aseptic technic, 
prevention of postoperative infection from the anus, 
complete hemostasis, obliteration of the cavity 
left after excision, avoidance of buried absorbable 
sutures and the use of an eversion suture. 

Glenn,™ in presenting 120 cases, stresses the post 
operative care as follows: the dressings are arranged 
to seal off the anal region: tension is relieved by 
strips of adhesive tape extending well over the 
gluteal region; and a constipating diet, inhibiting 
the patient’s bowels for six or seven days, is ad- 
hered to. The position in bed is on the side, with 
the face slightly downward and the legs straight. 
The gauze overlying the wound may be kept moist 
with alcohol, 10 to 15 cc. being added every hour 
for the first six hours. Should the wound become 
infected, the sutures are removed, and packs soaked 
with an antiseptic solution such as Dakin’s or 
dichloramine T are inserted. 

Shute, Smith, Levine and Burch** recommended a 
gluteus maximus flap. A wide double elliptical in- 
cision is carried down to the sacrococcygeal fascia, 
*Chief proctologist, Huntington Hospital. 


from which the circumscribed tissue block is sepa- 
rated; a lateral incision down to the gluteal fascia 
in line of the original incision is then made on either 
side and deepened into the fibers of the gluteus 
maximus, and the fibromuscular flap thus created 
is sutured to its fellow of the opposite side, in the 
midline. Fifty-nine cases were presented, of which 
48 healed primarily in eight days. The remaining 
11 developed postoperative infection, healing in 
twenty-two days. 

Larsen** removes the lesion completely by ellip- 
tical block excision, and closes the wound with 
cotton sutures, employing a meticulous silk technic. 
Care is taken to place the deepest row of sutures 
at a level where the deep tissue can be approxi- 
mated without tension; the sacral fascia is never 
included in the deep suture layer. Of 225 cases re- 
ported primary healing took place in 218, with 
secondary healing in 7. 

Pope and Hudson*’ presented 130 cases, with 
complete healing in all. However, they were un- 
able to check for recurrences. In the 130 cases 92 
patients were treated in conjunction with a sliding 
muscle graft obtained by gluteus maximus cleavage 
mobilization. The authors claim for this modifica- 
tion closure of all tissues, filling i in of the dead space, 
rapid healing and a protective pad of tissue in the 
midline. 

Cattell®* performs a block excision, with a trans- 
planted gluteal pedicle flap, both ends of which 
remain attached for a better blood supply. A tri- 
angular flap is marked out, with the apex in the 
lateral gluteal region, on the side opposite the great- 
est defect made by the block excision. 

Miscall and Holder** report 22 cases with primary 
union, utilizing musculofascial flaps, but admit ~ 
that “insufficient time and observation, also the 
number of cases, do not permit any statement in 
regard to the rate of recurrence.” 

Hamilton, Custer and Kellner,*® in an analysis of 
132 consecutive cases, find a 53 per cent failure in 
cases with a history of recurrent discharge or pre- 
vious abscess formation, in addition to symptoms 
eight weeks prior to examination. 

Larkin" claims 90.9 per cent cures by his modi- 
fication: a narrow strip of skin is removed in the 
midline (often no more than 0.5 cm. in width). A 
block excision is effected through this space; No. 30 
stainless-steel sutures are placed 1.2 cm. apart un- 
der the gluteal and sacrococcygeal fascia, after 
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which 15,000 units of penicillin is administered 
every three hours until the eighth postoperative day. 

Lahey® has conceived his own flap method. After 
block excision, a lateral incision is made parallel 
to one edge of the wound. Beneath this a bridge 
of skin and subcutaneous fat is separated from the 
gluteus maximus muscle so that the flap moves 
freely to the opposite side. The fat-lined bridge 
of skin is then displaced to the midline and sutured 
- to the opposite edge of the wound to hold it in place. 
The defect resulting from transference of the flap 
is packed with gauze and allowed to close by granu- 
lation. When the resulting defect is small, Lahey 
brings the edges together. 

Swinton,“ using the Lahey method in 23 cases, 
obtained 35 per cent recurrences, finding it difficult 
to prevent infection. 


Partial Closure 


The two chief exponents of the partial-closure 
method are MacFee“ and McCutchen.*® The former 
states that the principal drawback of primary 
closure is the constant presence of infection and 
difficulty in obliterating dead space. After removal 
of the diseased tissue, partial wound closure is 
effected by suturing of the skin edges to the sacro- 
coccygeal fascia and underlying ligamentous struc- 
tures; the skin edge on each side is brought as near 
to the midline as possible without tension, black 
silk sutures being used and a narrow undercovered 
area of fascia being left between. Furthermore, if 
the area is large enough to warrant it, he recom- 
mends a skin graft. 

McCutchen,*® while using the partial closure 
method, attempts to save skin in so doing: two 
sides of a triangle are made on each side of the 
natal cleft, with the apex about 2.5 cm. from the 
midline and with either limb about 3.7 cm. in length. 
The apexes are joined across the midline by another 
incision (through the skin only); the lower flap is 
undermined to a point well below the coccyx, and 
the upper flap to a point well above the sacrum. 
The lateral flaps are formed by undermining of the 
incomplete triangles down to their bases; 5 gm. of 
sulfonamide powder is inserted, and stab wounds 
are made in all flaps, thus providing drainage for 
potential or actual infection. McCutcheon states 
that close apposition of the wounds is not desirable 
and that gross infection has appeared in a large 
percentage of his wounds. 


Open Method 


In the open method, all sinus and cyst tissue is 
excised, the wound being permitted to heal in by 
granulation. Smiley*® favors the open method, 
with sclerosing solutions for the less complicated 
cases. 

Carrington‘”? performs subcutaneous excision be- 
neath definitely placed flaps. The incisions are 
placed so that the bases are at right angles to the 
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long axis of the body (two to five such Penis. 
midline scar being thus avoided. 

Swinton® has performed operations in 85 cases 
via the open method in the past ten years, with 
a recurrence rate of 18.7 per cent. 

Burns,** in a series of 240 cases, found 70 per cent 
cured by one operation, with a great majority cured 
by two operations. 

Zieman* obtained cures in 100 per cent of cases 
with the open method, using wide excision, with 
an average stay in the hospital of two days. 

Kleckner,®° in a series of 160 cases, reports 100 
per cent cures. 
fellows and associates of the American Proctologic 
Society (of which 75 per cent answered), 87 per 
cent were in favor of the open method, 7.5 per cent 
favored the closed method, and 5.5 per cent were 
undecided, using both open and closed methods. 
From the standpoint of cure, recurrence and safety, 
70 per cent stated that there was no better method 
than the open one. 

Tendler® stresses postoperative care: he repacks 
the cavity until the patient is discharged from the 
hospital, and insists on utmost cleanliness during 
the packing period. The patient is up on the fourth 
day and home in seven or eight days, and when 
the wound cannot hold packing, Sitz baths are in- 
stituted. Tendler is against too much activity, 
sitting or lying on the area after operation, poor 
hygiene and careless dressings. Tendler’s cases heal 
in six weeks to two months. 


Discussion 


A glance at the highlights of the various technics 
impresses one with the fact that, regardless of the 
method employed, the average healing time, in 
sufficiently large series of cases, is anywhere from 
one to three months. When the healing time has 
been spectacularly shorter, one must assume that 
the lesion was small, confined and of limited in- 
fection; longer healing is assumed to be due either 
to faulty healing or technic or to more extensive 
disease. 

Treatment with roentgen-ray therapy is incon- 
clusive, and requires further investigation and a 
much larger presentation of cases before any definite 
conclusion can be reached. 

The sclerosing method appears to have some 
merit in the self-limiting cases but hardly seems 
suitable for patients with a fairly long history of 
infections with lateral tract extensions. Although 
neurologists have been eminently successful in fix- 
ing the walls of gliomatous cysts with sclerosing 
solutions and various similarly acting solutions 
have been successful in the treatment of internal 
hemorrhoids and varicose veins, one fact seems to 
stand out: in these categories the lesion is sterile, 
whereas in pilonidal cysts and sinuses one is deal- 
ing with tissue that is basically infected. As in 
roentgen-ray therapy, the number of cases presented 
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by any particular therapist is quite modest (3 to 6), 
with only a relatively larger number studied by 
two authors (Heyd,!® 25 cases, and Shafiroff and 
Doubilet,!® 27 cases). 

Marsupialization seems to offer no especial ad- 
vantages. On Buie’s* premise that the “deeper half 
of the lining of the cyst cavity, since it was origi- 
nally intended to form skin, can be used to advan- 
tage in the surgical management of the problem,” 
and Van Dyke’s?’ statement that “since the cyst 
is ectodermal in origin, it will now perform its pre- 
designated duty as skin,” one should expect 100 
per cent cures. Unfortunately such a result is not 
obtained — and through no fault of the surgeon 
performing this technic. Two observations tend to 
modify the tenets of Buie and Van Dyke: the con- 
sensus on etiologic research (Gage**® and Fox!”) is 
that the lining of the cystic cavity can produce 
primitive skin appendages only; and the cyst cavity 
is usually infected. According to Van Dyke “‘in- 
fection in this area is the rule, and this may result 
in swelling of the tissues and cutting through of the 
sutures”; Buie states that “if there has been no 
destruction by inflammation or erosive changes 
within the walls of the cyst or sinuses, then the 
cavity can be used to advantage in the surgical 
management of the problem.” One must acknowl- 
edge that the cavity is usually infected, and this 
fact tends to vitiate the case for marsupialization. 

So far as the use of the cautery knife is con- 
cerned, whether for the open or the closed method, 
I am not convinced of its superiority over the or- 
dinary scalpel. One cannot get the same “feel” in 
cutting away infected, grumous or scarred tissue 
with the cautery as with the scalpel; the discolora- 
tion subsequent to cauterization beclouds the color 
of the healthy, yellow fat at the point where one 
stops the excision, and the coagulative effects may 
block off the openings of the lateral tracts, leaving 
them untouched. 

The field, therefore, is thus narrowed down to the 
open versus the closed (including partial closure) 
method. Just as in the cases of roentgen-ray therapy, 
sclerosing solutions and marsupialization technic, 
the early and mildly infected cases may respond 
to the closed method. Since a patient ordinarily 
does not come to the surgeon for mere excision of 
a sacrococcygeal dimple or dimple sinus, one must 
conclude that the cases operated on are infected 
and that the surgery of pilonidal cyst and sinus is 
the surgery of infected tissue. 

The ingenious devices of various sutures and 
gluteal flaps to eliminate dead space and to effect 
good primary closure bear eloquent testimony to 
the fact that something is basically wrong with the 
closed method. In other words, one carefully re- 
moves all apparently infected tissue and then care- 
fully proceeds to close the wounds up — a process 
that the particular surgeon would never consider 
in surgery of infected tissue elsewhere in the body; 
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and with apparent disregard, as Nesselrod?® so 
aptly puts it, of the ‘‘nearness of the operative field 
to the anal canal with its ducts, lymphatics and 
glands, and of the harboring of infection in the 
lymphatics adjacent to the sinuses and cyst itself.” 
One obtains drainage and then fights to prevent 
egress of inflammatory products and finally broods 
about the recurrences. 

The only hope for freedom from recurrence and 
of obtaining a good mechanical result, in case after . 
case, lies in the open method. In performing the 
open operation, it is not necessary to remove large 
blocks of healthy skin and subcutaneous tissue, for 
it is then that delayed healing and a painful, tense 
scar occur, with the firm resolve that the next time, 
if it is done in the same manner, the operator will 
be sure to make up the defect by transposition of 
a gluteal flap or a specially devised suture placement. 
Similarly, a medical excision via the open method 
is likewise doomed to failure. 

I believe that it is dangerous to employ a local 
anesthetic, for the needle is bound to drive inflam- 
matory products into healthy zones. The inter- 
diction against caudal anesthesia should certainly 
hold true for local infiltration. And it is just as well 
to interpolate that if the operation is not executed 
properly, the most meticulous aftercare, such as 
confining of the bowels, keeping the patient prone 
in bed for days on end with the legs straight, avoid- 
ing resting on the wound, blocking off the anus and 
supplementing with penicillin and sulfonamides, 
will all go for naught. 

Except for the extremely rare cases of embryologic 
involvement of the neural canal through the sacrum, 
one should obtain 100 per cent cures by means of a 
properly performed open operation. 


THE Open OPERATION 


The method I use is based on a successful experi- 
ence of twenty-two years. I do not claim it to be 
original with me. It is quite probable that others 
use a similar technic with their own personal modi- 
fications. With the procedure followed, there have 
been no known recurrences. 

_ With the patient in the Depage position, and the 
buttocks spread via broad adhesive bands extending 
out to the edges of the table, one makes a longi- 
tudinal incision along the midline over the diseased 
area and then develops it until the sacrococcygeal 
fascia is reached. The length of the original incision 
is gauged by the external signs of the lesion. The 
incision can always be enlarged, consistent with the 
extent of the diseased tissue found on opening of 
the cavity. The one skin edge and wall is grasped 
with several Allis forceps, and the skin thus pulled 
back and everted. With the forceps as traction, all 
grumous, infected, scarred and discolored tissue is 
dissected out until healthy, yellow fat is seen on the 
wall. During the dissection, one looks for lateral 
tracts by observing small discolored areas in a field 
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of healthy fat. These areas should be probed and 
excised. The other skin edge and wall are similarly 
treated. If the fascia looks clean, it is left alone; 
if discolored in spots, those areas may be scraped. 
All the forceps are then removed, followed by a 
falling together of the skin edges of the wound. An 
Allis forcep is placed at either end of the incision, 
being held by an assistant so as to render the wound 
taut. The wound is saucerized symmetrically in 
an elliptical manner as follows: an elliptical piece 

of skin and subcutaneous tissue is removed from 
either skin edge along its entire length according to 
the size of the cavity. The widest portion of the 
ellipse is anywhere from 0.5 to 1.5 cm., with an 
average width of 1.2 cm. 

There is then a wedge-shaped wound, narrow- 
est at the bottom, widest externally, with all dis- 
cernible diseased tissue removed. The wound is 
packed lightly with vaselinized iodoform gauze, 
which is removed on the following day and never 
replaced. Hot Sitz baths twice daily are instituted 
on the first postoperative day. The patient may lie 
in any position in bed, and the bowels are not con- 
fined, any soiling being washed away with Sitz 
baths. The patient is up and around on the first 
postoperative day. 

With a gloved finger, the bottom of the wound is 
broken up daily for the first few days and then less 
frequently as healing progresses, to prevent false 
closing or bridging over of granulation tissue. If 
the granulations are flabby or grow too fast on one 
side or the other, especially toward the external 
portion of the wound, they may be shaved down 
by the application of dipped 75 per cent silver 
nitrate applicators to the surface. Subsequent 
dressings consist of gauze, the inner surface of which 
is spread with vaseline to prevent sticking, and then 
a combine, all held in place with a T binder. The 
patient may go home in three or four days and 
may return to work in seven to ten days, depending 
on the wound size. Further postoperative care is 
continued in the office at the convenience of the 
patient in relation to his working hours. 

If the operation is not a mutilating one — and 
there is no reason why it should be — the wound 
will close according, to the extent of the lesion, in 
the usual one to three months, with a surprisingly 
small width of smooth, postoperative scar tissue. 
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The wound having been arranged rationally, there 
should be no difficulty in obtaining progressive 
closure: one should bear in mind that the gluteus 
maximus muscles act as effective purse-string 
sutures. 


SUMMARY 


A review of the literature of the past fifteen years 
on pilonidal cyst and sinus is presented, delineating 
the highlights of the various technics. A critical 
analysis of these methods is attempted, with the 
hope that the thoughts thus provoked may initiate 
a reorientation in the treatment of this pathologic 
entity. In addition, a technic is presented by which 
383 cases have been treated over a period of twenty- 
two years with no known recurrences. The shortest 
healing time has been two weeks, and the longest 
fifteen weeks. 
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CASE 34241 


PRESENTATION OF CASE 


First admission. A forty-three-year-old type- 
setter entered the hospital because of epigastric 
pain. 

Four years previous to admission he developed 
epigastric pain, hematemesis and melena. He was 
treated at another hospital for an ulcer though 
none was seen on x-ray examination. He obtained 
little relief of pain. In the two months before ad- 
mission the pain became worse and was accom- 
panied by vomiting. 

When eight years old the patient had “rheu- 
matism,” and at about the age of fourteen years he 
developed a left upper dorsal and a right lower 
dorsal scoliosis and a lumbar lordosis. Since then he 
had worn a brace intermittently. Six years before 
admission he had an attack of pleurisy, and several 
other attacks had occurred since then. Four years 
before admission he had an attack of pneumonia. 

Physical examination revealed nothing remark- 
able except moderate emaciation and marked right 
dorsal scoliosis with rotation and prominence of the 
right chest posteriorly. There was some lumbar 
lordosis. 

Examination of the blood disclosed 15 gm. of 
hemoglobin and a white-cell count of 7200. The 
urine was normal. The stools were guaiac positive 
but later became negative. An x-ray film showed a 
deformed duodenal cap. The lung fields were clear. 

The symptoms subsided on an ulcer regime. The 
patient was discharged improved after two weeks 
in the hospital. 

Second admission (seventeen months later). The 
patient was followed in the Out-Patient Depart- 
ment and did fairly well for nine months, when he 
developed a cough and raised considerable sputum, 
some of which was bloody. There were no chills 
or fever. A pleural friction rub was audible over 
the right anterior chest. An x-ray film showed 
pleural thickening of the right lower lateral chest 
and an area of increased density anteriorly above 
the middle third of the chest, apparently in the 
right lung field. The sputum was negative for acid- 
fast organisms. The patient improved with bed 
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rest, the cough disappearing, but a pleural friction 
rub was audible for several weeks. He failed to gain 
weight and was weak but was eventually able to 
return to work. 

Ten days before admission he developed a “head 
cold,” which was accompanied by a cough. There 
was moderate sputum, at first rust-colored but 
later yellow and tenacious. Three days before ad- 
mission he felt worse and became dyspneic and 
much weaker. A doctor gave him penicillin by 
mouth, but he felt no better and came to the 
hospital. 

Physical examination revealed severe kypho- 
scoliosis (upper left and lower right dorsal, with 
rotation of the left chest dorsally). There was dull- 
ness over the lower lobe on the right, with diminished 
breath sounds. The breath sounds were bronchial 
in character over the right upper lobe. The left 
lung was normal. The heart was displaced to the 
left, and the pulmonic second sound was greater 
than the aortic second sound. 

The temperature was 98.2°F., the pulse 95, and 
the respirations 20. The blood pressure was 105 
systolic, 65 diastolic. 

Laboratory examination showed a normal urine. 
Examination of the blood disclosed a hemoglobin 
of 16 gm. and a white-cell count of 13,400, with 86 
per cent neutrophils. The sputum was negative 
for acid-fast bacilli. Cytologic examination of the 
sputum was reported positive for tumor cells. X-ray 
films of the chest showed fluid in the right pleural 
space and increased density in the right upper chest, 
which appeared most likely to be consolidation in 
the right upper lobe. 

The patient improved on penicillin. One hundred 
and seventy-five cubic centimeters of amber fluid 
was removed from the right chest. This had a 
specific gravity of 1.022 and contained 15,000 cells 
per cubic millimeter, of which 6750 were white 
cells. Some of the cells with Wright’s stain re- 
sembled the cells in the sputum. A gallop rhythm. 
developed; digitalis was given. The patient was 
discharged slightly improved on the fifteenth hos- 
pital day. 


Final admission (fifteen days later). The patient . 


grew weaker and was awakened at night by short- 
ness of breath, which was relieved when he sat up. 
There was slight cough and almost no sputum. He 
had been taking 0.1 mg. of digitoxin daily. 

Physical examination showed cyanosis. The neck 
veins were distended and pulsating. There was 
moderate edema over the lumbar region. There 
was flatness over the right chest, with decreased 
breath sounds and tactile fremitus over the lower 
half. There were medium rales at the left base. 
The “heart was enlarged, the border of cardiac 
dullness extending 10 cm. to the left, with a strong 
point of maximum impulse. The rate was 120 
with a regular rhythm. 
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The temperature was 98.2°F., the respirations 25, 
and the blood pressure 130/70. 

The hemoglobin was 15.5 gm., and the white-cell 
count 15,400, with 87 per cent neutrophils. 

Three hundred and ninety cubic centimeters of 
turbid, amber fluid was removed from the right 
chest in the Emergency Ward on the day before ad- 
mission, and 700 cc. of similar fluid on the day of 
admission. The specific gravity of the fluid was 
1.012. Following the tap the respirations became 
more labored, and the patient became comatose. He 
died on the day after admission. 


DIFFERENTIAL D1aGnosis 


Dr. My tes P. Baker: The first hospital admis- 
sion eighteen months before death led to the fol- 
lowing findings: duodenal deformity compatible 


with duodenal ulcer, probably active to judge from. 


the presence of occult blood in the stools; per- 
sistent pain and vomiting; clear lung fields by x-ray 
examination; and pronounced dorsal kyphoscoliosis, 
with a story of repeated attacks of chest pain and 
one bout of pneumonia, such as these hunchback 
people are prone to develop. Deformity of the 
thoracic cage is most likely attributable in this 
case to poliomyelitis at the age of eight, with in- 
creasing scoliosis up to the time of adolescence, 
when fixation occurred. We hear no more about 
the duodenal ulcer, and I doubt if it had anything 
to do with the terminal illness. Nine months later 
he developed cough,—a new symptom, — with 
bloody sputum. X-ray study of the chest revealed 
a pleural process on the right side and a lesion in 
the right lung field as well. He made hard weather 
of it, with halting improvement, and obviously was 
losing ground. 


An acute respiratory type of infection brought 


him to the hospital, with dyspnea, physical signs 
of fluid at the right base and consolidation or atelec- 
tasis with an open bronchus in the right upper lobe. 
X-ray studies confirmed the physical findings. 

Three ominous findings appear on the second ad- 
mission: the tumor cells in the sputum; similar 
cells in the pleural fluid, which contained red cells; 
and gallop rhythm. A man with a large pleural 
effusion and a displaced heart often has tachycardia 
and sometimes a suggestion of gallop rhythm. In 
this case it was considered serious enough to in- 
stitute digitalization, so that I think the gallop 
rhythm was probably important and represented 
the “‘cry of the heart for help.” It indicated probably 
myocardial damage and dilatation of the heart. 
The diagnosis in this case depends, I think, on two 
things — the appearance of the chest x-ray film, 
particularly regarding this shadow in the right 
lung field; and the “‘tumor cells” in the sputum and 
possibly in the pleural fluid. (Was this a Vincent 
Laboratory or a house officer’s diagnosis?) 

Dr. Tracy B. Mattory: Mrs. Graham, do you 
know about that? 
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Mrs. Grauam: The report on the sputum 
was from the Vincent Laboratory. 

Dr. Baxer: I think it will be well to look at the 
x-ray films. 

Dr. StanteEy M. Wyman: The first series of films 
shows the marked scoliosis described. The heart 
shadow cannot be adequately examined because 
of the chest deformity. The lung fields appear 
grossly clear on initial examination. Almost a year 
later another set of films shows no definite change 
except that one wonders about a little shadow of 
density extending outward from the right lung root. 
The films taken ten days later show an area of den- 
sity extending in fan shape and involving the base 
of the right upper lobe. Some density is seen in 
the posteroanterior view. One cannot, however, 
see the bronchi adequately to determine whether 
or not there is occlusion of the major bronchi. This 
process continues in the subsequent films, with 
some collapse and areas of increased, rather spotty, 
mottled density in the right upper lobe. In some 
of the early films fluid is seen in the right pleural 
cavity. The last examination shows a large quan- 
tity of fluid occupying the right pleural space, and 
the right upper lobe is still further decreased in 
size. The density in the right upper lobe is hazy 
in character. This film shows unusual prominence 
of the pulmonary artery, in keeping with the find- 
ing of an increased pulmonary second sound. It is 
hard to tell about it because of the chest deformity. 

Dr. Baker: Is the thoracic cage small? 

Dr. Wyman: I think if measured volumetrically, 
it would be smaller than usual. Again, it is hard to 
say because of the deformity. 

Dr. Baker: In this photograph that I have of the 
patient he looks much smaller from the diaphragm 
up than down. 

I am told that the Vincent Laboratory has a very 
interesting absence of false positive cytologic diag- 
noses of cancer in examination of sputum specimens. 
In 5 or 6 cases the cytologic diagnosis has been an 
important primary indication of the diagnosis. 
Generally, of course, it has been confirmatory in 
proved cases of malignant tumor. It seems to me 
that with the x-ray picture of a hilar process pro- 
ducing atelectasis of the right upper lobe and the 
positive cytologic report from the laboratory we 
have good grounds for assuming that this man had 
bronchiogenic carcinoma to add to his serious handi- 
cap of kyphoscoliosis. 

The question remains concerning the manner of 
death. We know that a year previously the chest 
film was clear. If we make the diagnosis of bron- 
chiogenic carcinoma — a slowly growing tumor — 
as the sole cause of death, the patient died early. 
Was the manner of death in keeping with the diag- 
nosis of pulmonocardiac failure described by Chap- 
man* in 1939? Some of the features of this patient’s 

*Chapman, E. M., Dill, D. B., and Graybiel, A. Decrease in functional 


capacity of lungs and heart resulting {ros — deformities of chest: pulmono- 
cardiac failure. “Medicine 18:167-20 


. 
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death are so characteristic of this entity that I think 
it is worth elaborating upon briefly. It is pointed out 
by Chapman et al. that once these patients begin 
to fail, they survive only a short time, averag- 
ing about five months. This patient died within 
one or two months of the onset of symptoms of 
failure. At the last admission the picture was that 
of congestive failure — distended neck veins, edema 
over the back, rales at the left base, right pleural 
effusion and tachycardia. In these kyphoscoliotic 
persons habitual dyspnea is the rule— more so 
than the history indicates in the case under dis- 
cussion. We do know that he was able to work 
only sporadically and felt weak prior to the second 
admission; he may have been dyspneic as well and 
taken that for granted over the years. Tachycardia 
is common, and edema rare and terminal; the ac- 
centuated pulmonic second sound is an outstand- 
ing physical finding. This man had it. There are 
no typical murmurs in this particular symptom 
picture. Cardiac enlargement, which I believe he 
had, is difficult to be sure about because of the chest 
deformity, as Dr. Wyman has said. Electrocardio- 
grams are notably normal in the majority of cases 
and bronchial infections are rather common in 
these handicapped people and very likely, as in 
this man, to be one of the features that tip the 
very precarious balance in favor of failure. Digi- 
talization and the use of diuretics are characteris- 
tically fruitless with such a handicapped pulmonary 
function, already diminished by bronchial infec- 
tion. This is just the sort of added load that pro- 
duces pulmonocardiac failure in such a patient. I 
think the findings in this case support such a hy- 
pothesis. The patient was singularly ill suited for the 
development of bronchiogenic carcinoma. The 
first manifestations of pleural irritation, as well as 


the development of pleural fluid and bronchial in-— 


fection, in an atelectatic lung, were more than 
enough to tip the balance in favor of pulmonocardiac 
failure. I think that autopsy will show small lungs 
with evidence of acute bronchitis and parenchymal 
infection, congestive failure, probably a dilated right 
ventricle and bronchiogenic carcinoma. 

Dr. Mattory: Dr. Bland, what did you think 
about this case? 

Dr. Epwarp F. Briann: I happened to be in 
charge when the patient was on the ward, and in 
retrospect there were several remarkable things 
that it might be interesting to call attention to. 
Apparently we were so engrossed with what was 
going on in the lungs that an electrocardiogram 
was not taken. I do not believe that it would have 
clarified the situation because it probably would 
have been normal, as Dr. Baker has suggested, ex- 
cept for tachycardia. When the patient came in he 
was quite ill. The first impression both on the ward 
and in the Pulmonary Clinic where he was seen 
was that of an acute pulmonary infection, which 
improved temporarily with penicillin. However, he 
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continued quite ill. Since we could not find acid- 
fast bacilli in the sputum we asked the Vincent 
Laboratory to examine the sputum and the chest 
fluid. The report on the sputum came back with the 
unequivocal diagnosis of tumor cells. Other sources 
of opinion were not so certain that they were tumor 
cells. We asked the Pulmonary Clinic to review the 
situation in the light of the sputum findings. At that 
stage, in spite of the positive cytologic evidence of 
cancer, the Pulmonary Clinic was not convinced 
about the presence of tumor. One might wonder why 
bronchoscopy was not performed. That seemed 
inadvisable because of his poor condition and the 
marked deformity, as well as an element of heart 
failure. Why did we not give some form of treat- 
ment? Estrogens were contraindicated because of 
the congestive failure, and we did not want to 
waterlog the patient any further with sodium re- 
tention. X-ray therapy was considered and dis- 
carded by the Tumor Clinic. Therefore, since he 
was reasonably comfortable we let him go home and 
asked him to return if he became more uncom- 
fortable, which he promptly did. 

Dr. F. Dennetre Apams: Would this electro- 
cardiogram not show right-axis deviation because 
of the deformity of the chest? 

Dr. Brann: About a fifth of the cases show right- 
axis deviation. 

Dr. Matuory: Mrs. Graham, have you anything 
to say? 

Mrs. Granam: No, except that smears of the 
sputum were definitely consistent with epidermoid 
carcinoma. 


DIAGNOsIS 


Kyphoscoliotic heart disease. 
Bronchiogenic carcinoma? 


Dr. BAKER’s DIAGNOSES 


Pulmonocardiac failure (“scoliotic heart disease’’), 
with right ventricular dilatation. 

Kyphoscoliosis, dorsal, severe. 

Bronchiogenic carcinoma. 


ANATOMICAL DIAGNOSES 


Bronchiogenic squamous-cell carcinoma, right upper — 
lobe. 

Kyphoscoliosts. 

Cor pulmonale. 

Pulmonary abscess. 

Bronchiectasis, right upper lobe. 

Pulmonary atelectasis. 


PATHOLOGICAL DiscussION 


Dr. MA.tory: Post-mortem examination showed 
bronchiogenic carcinoma of the right upper lobe. 
This man was not a person who could have been 
subjected to bronchoscopy, although it would have 
been very easy to obtain a biopsy since the tumor 
had extended into the right primary bronchus. 
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There was the severe thoracic deformity that has 
been described, and there was very little useful 
pulmonary tissue at the time of death. The right 
upper lobe showed beyond the obstructed bronchus 
an abscess cavity and also rather diffuse bron- 
chiectasis. There was marked collapse of both 
lower lobes, so that the patient had very little ex- 
cept the left upper lobe with which to breathe. 
There was pleural effusion — not much — about 
200 cc. on each side, but with his small chest that 
was significant. The heart was slightly hyper- 
trophied, particularly the right ventricle, which was 
dilated and, nevertheless, had a thickness of 6 mm. 

It certainly seems as if an electrocardiogram 
should have shown right-axis deviation if it had 
been obtained. There were no metastases except 
to the regional lymph nodes at the hilus, so that I 
think Dr. Baker’s prediction is correct that cancer 
was not the cause of death but it was the acute 
pulmonocardiac failure that one sees so regularly 
with this type of chest deformity. 

There was one puzzling feature: the liver showed 
granulomas, which I could not identify. They did not 
look much like tubercles. The microscopical sec- 
tions were negative for acid-fast bacilli. I think 
that he did have a terminal infection, which I could 
not identify. Post-mortem cultures showed a mix- 
ture of colon bacilli and nonhemolytic streptococci, 
probably a contaminant rather than anything 
significant. 

Dr. Benjamin CaAsTLEMAN: What type of car- 
cinoma? 

Dr. Mattory: It was a well differentiated 
squamous-cell carcinoma. 

Dr. Buianp: Did he have a gastric ulcer? 

Dr. Mattory: None that we could find. He had 
a dilated esophagus suggesting cardiospasm, which 
sometimes produces symptoms similar to those of 
gastric ulcer. 

A Puysician: You say that there were no metas- 
tases except to the hilar lymph nodes — no evidence 
of pleural involvement? I ask because of the fluid 
findings. 

Dr. Ma tory: No; we did not find any pleural 
involvement. 


CASE 34242 


PRESENTATION OF CASE 


A seventy-nine-year-old widow was admitted to 
the hospital because of shortness of breath and chest 
pain. 

The patient complained of pain beneath the left 
breast nine days before admission, and three days 
later the pain became severe, radiated down the 
left arm, and was accompanied by shortness of 
breath. A physician found the blood pressure to 
be 138 systolic, 60 diastolic; the pulse was 100 and 
regular, and there were basal rales and slight edema 
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of the ankles. An electrocardiogram taken on the 
following day showed normal sinus rhythm, small 
Q waves in Leads 1 and 2, a small R wave, a sec- 
ondary R wave and a deep S wave in Lead 3. The 
T waves in Leads 1 and 2 were upright, and the T 
wave was upright but diphasic in Lead 3. The pa- 
tient also complained of pain in the right thigh. 
The symptoms subsided with bed rest, digitalis 
and diuretics. Thirty-six hours previous to ad- 
mission the dyspnea and pain in the left chest re- 
curred. These gradually became worse and were 
accompanied by cyanosis and several episodes of 
vomiting. 

The patient had been hospitalized nine, eight and 
seven years before admission because of what the 
family thought were heart attacks. Four months 
before-admission she was seen by the family phy- 
sician, who found moderately advanced congestive 
failure and a blood pressure of 180 systolic, 100 
diastolic. She complained of backache, but an x-ray 
film showed only osteoporosis. Six weeks before 
admission the patient underwent an appendectomy 
at another hospital. The diagnosis was acute sup- 
purative appendicitis. The postoperative course 
was uneventful except for a stitch abscess. 

Physical examination revealed a disoriented, 
cyanotic woman. The neck veins were distended and 
pulsating while she was in a semierect position. 
The heart was slightly enlarged. There was a slight 
apical systolic murmur. The aortic second sound 
was equal to the pulmonic second sound. The 
breath sounds at the left base were less distinct 
than those on the right. There was diffuse tender- 
ness in the right lower abdomen, with a healing 
stitch abscess in the appendectomy scar. 

The temperature was 101.2°F., the pulse 80, and 
the respirations 32. The blood pressure was 135 
systolic, 55 diastolic. 

Examination of the blood revealed a hemoglobin 
of 13 gm. and a white-cell count of 16,400, with 
84 per cent neutrophils. The nonprotein nitrogen 
was 49 mg. and the serum protein 7.02 gm. per 
100 cc. The urine gave a ++ test for albumin, 
and the sediment contained 1 or 2 pus cells and 
numerous hyaline casts per high-power field. X-ray 
films of the chest with the patient recumbent showed 
unusual prominence of the right pulmonary artery, 
and the linear markings were less numerous on the 
right than on the left. There was a suggestion of 
an abrupt termination of what might have been 
the pulmonary artery on the right. There were ir- 
regular areas of density in the upper lungs with 
some calcification. There was an area of irregular, 
strand-like density at the left base, with obscura- 
tion of the left costophrenic sulcus. There were 
hypertrophic changes in the thoracic spine, with 
some increase in the anteroposterior diameter of 
the chest. A film of the abdomen was not satis- 
factory. An electrocardiogram showed normal 
rhythm, a PR interval of 0.2 second, a normal 
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axis and small Q waves in Leads 1, V, and Vs. The 
ST segments were depressed in Leads 1, 2, 3, VF, 
V:, V.and V;; the T waves were inverted in Leads 2, 
3, VF and V, and semiinverted in Leads 1, V, and 
Vs. 

On oxygen the patient became much less dyspneic. 
She was given digitalis, ammonium chloride and 
penicillin ,(300,000 units daily). The temperature 
returned to normal. An x-ray film of the chest taken 
on the seventh hospital day showed less prominence 
of the right pulmonary artery, although again there 
was a suggestion of diminution in the vascular 
markings in the lower portion of the right lung 
field. There was an area of density at the left base. 
There was little change in her condition until the 
eighth hospital day, when she suddenly collapsed. 
The blood pressure was 100 systolic, 50 diastolic, 
and the pulse 90 and totally irregular. She com- 
plained of substernal pain. An electrocardiogram 
showed a different rate of auricles and ventricles, 
which was probably due to digitalis toxicity. On 
the following day she was worse, but the neck veins 
were not distended and she was not cyanotic. The 
abdomen became distended and diffusely tender. 
A stool specimen was guaiac positive. She became 
unresponsive and died on the tenth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Epwarp F. Buanp: The perspective of the 
abstract as read is slightly confusing, and hence it 
seems worth while to recapitulate the more impor- 
tant events. We are presented with a seventy- 
nine-year-old woman, who had an indefinite his- 
tory of what was thought to be heart attacks seven, 
eight and nine years previously; perhaps they were 
heart attacks, but she got along very well other- 
wise until near the end of her life. The terminal 
illness began about four months before entry to 
the hospital, when she was found to have moderate 
hypertension and congestive failure. The latter 
seemed to respond to therapy until six weeks be- 
fore entry. At that time she developed an acute 
condition of the abdomen, which required operation 
and a suppurative appendix was found and re- 
moved. Nine days before entry she had sudden 
pain in the left chest, with dyspnea and also pain 
in the right thigh — nothing more is said about 
the legs, however, from then on. An elecirocardio- 
gram was uninformative, being consistent with an 
aging heart and perhaps a digitalis effect. This 
sudden chest pain, it seems to me, must have been 
due to a pulmonary infarct. She might have had 
a myocardial infarct, but the symptoms are more 
suggestive of trouble in the lungs than in the heart. 
She again did well until thirty-six hours before en- 
try, when a similar attack came on abruptly, which 
again sounds more pulmonary than cardiac. From 
then on she progressed slowly downhill. On entry 
she was a very aged and a very ill woman, with 
evidence of congestion and mild uremia. She was 
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febrile and had a suspicious tenderness in the right 
lower quadrant. The legs are not mentioned; I 
would be interested to know if they were all right. 

Dr. HELEN S. Pittman: They were. 

Dr. Bianp: The X-ray Department made some 
interesting comments. The films were probably 
taken with a portable machine, but they must have 
been unusually good to permit the observations 
recorded above. We had better look at them. 

Dr. StanLtEY M. Wyman: We have two series 
of films, the second examination being done two 
days after the first. These interpretations were 
made by Dr. Joseph Hanelin of our department, 
and I think his observations were very astute. The 
right main pulmonary artery is seen at this point; 
the lower margin is unusually sharply defined and 
clear-cut. It seems to have a lobulated termina- 
tion quite in contrast to the usual lower termination 
of the pulmonary artery. The fine mottling and 
calcification in both upper-lung fields are probably 
of long standing. The areas of linear density and 
the fibrosis at the left base are probably old. There 
seems to be in the entire right lower-lung field a 
paucity of vascular markings in comparison to the 
left. This is a valid observation although the pa- 
tient is slightly rotated. The chest is considerably 
increased in the anteroposterior diameter, sug- 
gesting some degree of emphysema. 

Dr. Buanp: The heart is not very large, is it? 

Dr. Wyman: It is impossible to measure it ac- 
curately. The patient was lying down. The 
measurements in this position would make the 
heart about 13 cm. as compared with 22 cm. for 
the chest. 

Dr. Buanp: The left lung is smaller than the right? 

Dr. Wyman: That is due to rotation of the chest 
cage. 

Dr. Bianp: The lung roots are dense, with 
abrupt cessation of the right main pulmonary artery 
shadow? 

Dr. Wyman: I believe that is so. The left main 
pulmonary artery does not show such a configura- 
tion. The second film shows considerable change in 
the right main pulmonary artery, again suggesting 
termination there. This film shows the large fibrotic» 
process at the apex. 

Dr. Bianp: There is nothing new in the second 
film — just a little fluid at the left base perhaps. 

Dr. Wyman: I do noi feel safe in thinking that 
is the costophrenic angle posteriorly. It seems to 
be sharp on both sides. The films of the abdomen, 
which were taken with a portable machine, show 
no gross abnormality. 

Dr. Bann: It would have been helpful if she had 
been well enough for fluoroscopy because the right 
pulmonary artery is enlarged and ends abruptly — 
it must be obstructed at that point. 

Dr. Wyman: It looks unusual. 


Dr. Bann: It would be helpful to know if it 
pulsated. 
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Dr. Wyman: That is pretty essential. 

Dr. Buianp: During the hospital stay the patient 
was treated for heart failure and infection. Never- 
theless, she slowly worsened and went into a ter- 
minal collapse of some sort with arrhythmia of the 
heart, and died two days later. These terminal 
events were interesting. Was this abdominal film 
taken at the end? 

Dr. Wyman: It was taken about two days before 
death. 

Dr. Buanp: The clinical picture is complicated 
by the septic appendix, which was removed, and 
the suspicious persistence of tenderness in the 
abdomen, the terminal distention, diffuse tender- 
ness and a positive guaiac test on the stools. Noth- 
ing is said about a tender liver, and the veins were 
not engorged when the abdomen was becoming dis- 
tended. Therefore, hepatic congestion was not 
responsible. The other possibility is mesenteric 
thrombosis or embolism, with intestinal infarction. 
Also, as a result of that or possibly as a result of 
a residual infection from the appendix, peritonitis 
must have developed terminally. 

In conclusion, therefore, this patient had hyper- 
tension and coronary-artery disease. Congestive 


failure seems to have been definite, and I believe 
she also certainly had pulmonary infarcts. Other 
complications are probable but seem somewhat 
less well defined. I am intrigued by the x-ray ap- 


pearance of the right hilus. She must have had 
a thrombus obstructing the right pulmonary ar- 
tery. Furthermore, she probably had old myo- 
cardial infarcts; from the history she might even 
have had a recent one, but we cannot prove it from 
the electrocardiograms. I think that something 
acute was going on in the abdomen at the end, 
being due, I suspect, to a mesenteric thrombus or 
embolus, with intestinal infarction. 

We might mention in passing that when elderly 
people die in this fashion there are two things that 
sometimes turn up as unexpected findings. One is 
bacterial endocarditis. I do not believe that this 
patient had that. The other point that one should 
keep in mind in the face of progressive thrombo- 
phlebitis and pulmonary infarcts is a malignant 
tumor in the abdomen. We have no right to make 
such a diagnosis on the data given. 

Dr. F. Dennetre Apams: Dr. Bland, in the 
presence of pulmonary infarction — which you be- 
lieve was present in this case (and I do too) — what 
is your evidence for congestive failure? Do you 
have to add congestive failure to account for the 
picture if you assume pulmonary infarction? 

Dr. Bianp: The most suggestive finding is the 
swollen neck veins, which seemed to be definite 
when she came in. Is that correct, Dr. Pittman? 

Dr. Pitrman: Yes. 

Dr. Brann: Her physician made a diagnosis of 
heart failure four months before the acute episode 
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here. The heart, however, on x-ray examination, 
did not look like it. 

Dr. Apams: Can distended neck veins occur with 
pulmonary infarction? 

Dr. Bianp: They may, with massive pulmonary 
embolism. 

Dr. Pittman: The original note says that the 
patient was sitting up in bed with gasping respira- 
tions and that the neck veins were distended and 
pulsated in both clavicles in a semierect position. 

Dr. Bianp: In view of this I think we must as- 
sume an element of heart failure. We do not know 
about the liver. People with swollen neck veins 
from heart failure have large livers too. 

Dr. Apams: May I ask one other question? 

Dr. Buianp: Yes; but do you think she did or 
did not have congestive failure? 

Dr. Apams: I do not feel sure about it. I would 
stick to pulmonary infarction. She may well have 
had peritonitis; I am always suspicious of the diag- 
nosis of stitch abscess. 

Dr. Wyman Ricuarpson: There is no mention 
that anyone looked at the blood smear to see if she 
had neoplasm or infection. 

Dr. Apams: I think she might have had both — 
probably acute peritonitis, which in older people is 
so often overlooked. 

Dr. Pittman: This was a difficult problem. The 
patient was an old and very sick woman in whom 
the history and the findings were very confusing. 
We deliberated long on the morning following ad- 
mission regarding whether the more reasonable 
probability was myocardial infarction or pulmonary 
infarction; at that time she had some cyanosis, a 
fall in blood pressure, transient leukocytosis, then 
a white-cell count of 6000, no change in breath 
sounds and no elevation of the respiratory rate, so 
that I leaned to the side of a myocardial rather than 
a pulmonary process as the basic disease. Five days 
later she had been got up in a chair for a few minutes, 
but she suddenly felt weak, the legs collapsed, at 
that time the heart rhythm had become irregular, 
and she was gasping and complaining of a very 
severe pain substernally. We thought that it might 
be another myocardial infarction or might very well 
be a pulmonary infarct. In the next thirty-six hours 
the signs and complaint shifted completely from 
above the diaphragm to the abdomen. She had a 
silent abdomen. It was very tender and she began 
to produce guaiac-positive material whereas previ- 
ously it had been guaiac negative. We believed 
that mesenteric thrombosis was the most reason- 
able explanation. She died very quickly after this 
abdominal episode, and the house officers at the 
time of death put down the diagnosis as question 
of coronary thrombosis, question of pulmonary em- 
bolus and question of mesenteric thrombosis. 

Dr. Brann: Would it be unusual, Dr. Mallory, 
for a patient of this age, after a four months’ ill- 
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ness in and out of bed, to turn up in your depart- 
ment without a pulmonary embolus? 

Dr. Tracy B. Matuory: I think most of them 
would have one. 


CLInIcAL DIAGNOSES 


Coronary thrombosis? 
Pulmonary embolus? 
Mesenteric thrombosis. 
Arteriosclerotic heart disease. 
Congestive failure. 


Dr. BLANnpD’s DIAGNOSES 


Hypertension and coronary-artery disease. 
Pulmonary infarcts. 

Thrombosis, right pulmonary artery. 
Mesenteric thrombosis (or embolism). 
Peritonitis? 


ANATOMICAL DIAGNOSES 


Pulmonary emboli, multiple. 

Thromb: of right ventricular endocardium. 
Thrombosis of left popliteal vein. 
Myocardial infarction, very recent. 
Segmental gangrene of bowel. 
Arteriosclerosis, generalized, severe. 
Cholelithiasis. 


PATHOLOGICAL Discussion 


Dr. MAttory: Autopsy showed multiple pul- 
monary emboli of varying ages. There was complete 
blockage of the right main pulmonary artery, as 
the X-ray Department had predicted. A great 
many of these emboli had evidently been present 
from days to weeks, since considerable degrees of 
organization were present. The heart weighed 360 
gm. — slight hypertrophy for a woman. The right 
ventricle contained thrombi behind and around 
the columnae carneae. These were adherent, and 
microscopical examination showed that they, too, 
were partially organized. There was also an area of 
acute hemorrhagic discoloration in the interventric- 
ular septum. This, however, was evidently fresh and 
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acute in contrast to the intracardiac thrombi, which 
must have been present for a much longer period. 
A second possible source of the emboli was the 
popliteal vein on the right, where there was some 
thrombotic material. We could not say with cer- 
tainty whether the emboli found in the lungs came 
from the leg veins or from the right side of the heart. 
The coronary arteries were not sclerotic but appeared 
wide and capacious, remarkably good in view of 
her age. 

The bowel showed a segment of acute hemorrhagic 
enteritis with hemorrhagic necrosis of all layers 
of the wall. This was 22 cm. long, but careful dis- 
section of the arteries and veins in the corresponding 
mesentery did not disclose thrombi in either system. 
Whether she had had an intussusception or vol- 
vulus that had reduced’ itself or whether we failed 
to find the embolus, I cannot say with certainty. 

There were various other coincidental findings 
that a woman of seventy-nine might have, including 
a gall bladder full of stones and a completely stenosed 
cervical canal, which in a younger woman would 
have led to pyometrium and other complications. 

Dr. Briann: Why do you think the thrombi 


‘formed in the right ventricle? 


Dr. Mattory: I cannot say. There was no evi- 
dence of infarct beneath the areas of thrombosis. 

Dr. Brann: She was not fibrillating. The heart 
was not large. 

Dr. Benjamin CasTLEMAN: Could the thrombi 
have come from the leg veins — emboli that had 
become arrested in the ventricle and become at- 
tached? 

Dr. Mattory: I suppose it is conceivable. I have 
never seen it happen. 

Dr. Briann: Do you recall what the left base 
looked like? Was that infarcted? 

Dr. Mattiory: Infarcted — there was no fluid 
on either side. 

Dr. Bianp: The X-ray Department is to be con- 
gratulated on pointing out the finding of an ob- 
structed pulmonary artery, and from films taken 
with a portable machine. 
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ONE HUNDRED AND SIXTY-SEVENTH 
ANNIVERSARY 


THE recent annual meeting of the Massachusetts 
Medical Society, making its one hundred and 
sixty-seventh anniversary, was one of the best 
attended and most successful meetings in the 
history of the Society. The number of registrants 
totaled 2436. At the Council meeting, held on 
May 24, a number of currently important sub- 
jects were discussed in addition to the routine 
acceptance of committee reports. 

The matter of better emergency medical service, 
which has caused mild agitation in recent months, 
was referred to the district societies for considera- 
tion and solution. A supplementary report of the 
Committee on Finance called attention to the new 
classification into which the Society has been placed 
by the Treasury Department and the Massachusetts 
Division of Taxation. This classification so modifies 
the status of the Society as a charitable, benevolent 
and educational organization as to render it liable 
for old-age assistance and unemployment levies. 


EDITORIALS 
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The subject of the physician’s unsatisfactory 
situation regarding procurement and assignment 
during the recent war was brought up, and the 
present bill before Congress relative to the draft- 
ing of physicians in case of a national emergency 
was condemned. 

The following officers were elected for the year 
1948-1949: president, Daniel B. Reardon; presi- - 
dent-elect, Arthur W. Allen; vice-president, Donald 
Munro; secretary, H. Quimby Gallupe; treasurer, 
Eliot Hubbard, Jr.; assistant treasurer, Norman A. 
Welch; orator, Charles Sidney Burwell. 

Dr. Reardon, in acknowledging his introduction 
as incoming president, emphasized the duty of the 
Society to explore the roll of physicians in the 
Commonwealth who are not now fellows, that those 
who are eligible for fellowship or who can become 
eligible, may be encouraged to achieve that status. 
Dr. Reardon’s address is printed on the following 
pages of the Journal. 

At the annual meeting of the Society on May 25 
certain amendments to the by-laws were accepted, 
the chief of which changed the secretaryship of the 
Society to a full-time position. The President 
then reported on “‘the state of the Society,” mem- 
bers of the Society fifty years in practice were in- 
troduced, and honorary fellowship was conferred 
upon Sir Reginald Watson-Jones, of London, or- 
thopedic surgeon to H. M. George VI and surgeon- 
in-chief of the Royal Air Force. The annual oration, 
which has already been published in the Journal 
of May 27, was delivered by Dr. Allen S. Johnson, 
of Springfield. 

The Shattuck Lecture, appearing elsewhere in 
this issue of the Journal, was delivered on the 
evening of May 25 by Dr. C. Stuart Welch, professor 
of surgery at Tufts College Medical School. 

The newly formed woman’s auxiliary of the 
Society held its organizational meeting on May 26, 
at which time the following officers were elected: 
president, Mrs. Leighton F. Johnson, of Wellesley 
Hills; vice-president, Mrs. Charles E. Ayers, 
of Worcester; secretary, Mrs. John F. Conlin, 
of Boston; treasurer, Mrs. Leo G. Rondeau, 
of Boston. 

At the annual dinner on May 26, Mary Ellen 
Chase, Ph.D., Professor of English Language 
and Literature at Smith College, addressed a 
capacity audience on the subject of “The Country 
Doctor on the Maine Coast.” 

The scientific papers, as usual, were of high cali- 
ber, and the sessions were well attended; the scien- 
tific and technical exhibits aroused interest, and 
great credit is due to the Committee on Arrange- 
ments and the indefatigable executive secretary. 


|| 
| 
C. Guy Lane, M.D. 
Henry R. Viets, M.D. 
e Robert M. Green, M.D. 
Dwight O’Hara, M.D. 
Fletcher H. M.D. 
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PRESIDENTIAL ADDRESS 


I find it difficult to express the sentiments 
that are mine as I assume the chair of pres- 
ident of this ancient brotherhood. Surely among 
thousands of the professional societies of our 
nation it is unique, for it combines the traditions 
of long years with policies dedicated to the for- 
ward march of medicine in this well loved Com- 
monwealth of ours. No one who has spent nearly 
fifty years as student and practitioner in the 
field that binds all here together can take this 
chair without strong pride that his _ brothers 
have placed their faith in him and that he 
may serve honorably and well in the footsteps of 
all those men who have preceded him, from Edward 
Augustus Holyoke in ‘the beginning to our own 
Edward Parsons Bagg today. To Dr. Bagg par- 
ticularly go my thanks for his kindness and help 
to me during the period of education that has 
been mine as president-elect. To the chairmen 
of all our working committees who have extended 
invitations to me to attend their many meetings 
during the past twelve months, I also express 
my gratitude. And to yourselves, representing 
as you do our large and distinguished fellowship, 
I convey my heartfelt appreciation for the confidence 
reposed in me that my election to the presidency 
indicates. I promise you I shall not fail you. The 
honor done me is freighted with responsibility. That 
I recognize and accept. 

The careful discharge of the duties of the office of 
president, however, depends in large measure on the 
co-operation extended by those of our members who 
serve upon our numerous committees. Committee 
work such as ours must necessarily be calls for much 
corporate dedication of time and effort. The only 
thanks in return for this sacrifice is the knowledge 
of our committee members that by their labors they 
have advanced the profession in those avenues in 
which their work lies, but that is reward sufficient to 
most. I have been greatly impressed, during this 
year of apprenticeship just past, to see the remark- 
able fidelity of the men on a number of our more im- 
portant committees, and I can but commend their 
example to those who enter upon such work for the 
first time this year. To the incoming President-Elect 
I pledge my assistance that he may arrive at his post 
as President next year as liberally educated as I be- 
lieve I am today in the many and various endeavors 
that we are carrying forward. 

I propose also to explore new territories in which 
the Society may prove its worth to the profession. 
We have some 2000 physicians in the Commonwealth 
who, for one reason or another, are not numbered in 
our membership. The continuance of our strength 
depends in large measure on our numbers. Every 
properly qualified physician should be with us. For 


those not with us an analysis should be undertaken 
to determine whether the fault be theirs or ours. I 
have the strong opinion that the coming years are 
going to find us under various forms of attack as a 
profession. We must meet such onslaughts with a 
major force, that when we speak we shall speak with 
the authority that the weight of numbers conveys. 
We should do all in our power to assist those men in 
practice outside our ranks who are substandard by 
education or experience. For them as well as for our 
members, the committees on the Postgraduate 
Assembly and Postgraduate Medical Education 
under Drs. Parkins and Ohler have done much. I 
state the hope that we may do even more. 3 

The issuance of membership cards duly cer- 
tified to members in good standing is a matter 
that might receive some consideration by the 
Council, in the light of practice elsewhere among 
professional societies, and also for the purpose 
of identification, which seems to ‘become im- 
portant in some quarters from time to time. : 

Another question that has been brought to 
my attention by some of our members has to do 
with the fundamental well-being of many of the 
members. I judge that I am right in saying that 
the great majority of Massachusetts physicians 
are not on salary. They, therefore, in common 
with all the self-employed do not in any way 
share in the retirement and old-age benefits ex- 
tended to many nonprofessional executives. 

You are aware of cases in which old age in a doctor 
has brought financial distress. Too often, improper 
husbanding of capital and income during the earning 
years has led to a standard of living that the phy- 
sician finds it impossible to maintain in his advanced 
years. Present high prices serve but to emphasize 
the dilemma that confronts many of our members. 
I have had occasion during the past year to look into 
the question of some system of retirement benefits 
for the members of the Society, and I understand 


that several of the local bar associations are in the 


process of similar investigation. Two facts are clear 
at this moment. One is that present law on our 
statute books prevents us from moving forward on 
any such program were it agreeable to the Society. 
If, after due consideration, it appears wise to go 
further I should suggest that in company with 
other like-minded groups we might move to seek © 
amendatory legislation opening the way for enjoy- 
ment by our members on a contributory basis of the 
same program that has proved itself a boon to many 
other groups. A second fact of importance here is 
that the Congress of the United States has under 
advisement an extension of the Social Security pro- 
gram to the self-employed and to the professions on 
a voluntary scale. National action might well be the 
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answer to the problem I have just set out. My belief, 
is, however, that the appointment of a committee by 
your authority, to go over this entire matter, might 
be a wise move. 

These, then, are a few of the thoughts on my 
mind at our meeting today. As I said at the 
beginning, my entry into the presidency of the 
Society caps for me a lifetime in the practice of the 
medical profession, and means more to me than 
anything I might ever have achieved. We are 
all inheritors from some very great men. Where 
else might one search in the world for the med- 
ical progress that has marked the history of this 
Commonwealth, small in area and large in influ- 
ence, in the last century and a half? It is the 
task of all of us to carry the torch as high as our 
predecessors placed it. I recall that Arthur Balfour, 
writing of the work of the First Harvard Unit 
(to which I had the good fortune to be attached) 
during World War I, said, ‘They have added 
luster even to the fame of Harvard.” May it 
be said of us working together during the next 
twelve months “And they have added luster 
even to the fame of the Massachusetts Medical 
Society.” With that high goal and in that spirit, 
may we enter upon our respective duties in the 
sure knowledge that we will not fail! 

Danie. B. REARDON 


DEATHS 


Cote — William G. Cole, M.D., of Pittsfield, died on 
April 16. He was in his forty-seventh year. __ Ep 

Dr. Cole received his degree from Columbia University 
College of Physicians and Surgeons in 1928. He was a mem- 
ber of the American College of Radiology and a fellow of the 
American Medical Association. He was roentgenologist-in- 
chief at House of Mercy Hospital. 

His widow and a daughter survive. 


Connor — George J. Connor, M.D., of Haverhill, died 
on April 19. He was in his sixty-second year. ; 

r. Connor received his degree from Maryland Medical 
College in 1909. He was a councilor of the Essex North 
District Medical’ Society and chairman of the Committee on 
Public Relations, chairman of the Haverhill Board of Health 
and a fellow of the American Medical Association. 

His widow survives. 


Gitpert — Maurice A. Gilbert, M.D., of Chelsea, died 
on Aunaety 18. He was in his sixty-first year. : 

r. Gilbert received his degree from Tufts College Medical 
School in 1914. He was a member of the staffs of the Chelsea 
Memorial Hospital and the Whidden Memorial Hospital in 
Everett and was a fellow of the American Medical Association. 

His widow, his mother, a brother and two sisters survive. 


Mason — Nathaniel R. Mason, M.D., formerly of Marble- 
head, died on May 6. He was in his seventy-third year. 

r. Mason received his degree from Harvard Medical 
School in 1901. He was a fellow of the American College of 
Surgeons and a retired member of the Massachusetts Medical 
Society. 

His widow survives. 


McCreapy — Leo T. McCready, M.D., of Jamaica Plain, 
died on May 5. He was in his sixty-ninth year. 

Dr. McCready received his degree from Tufts College 
Medical School in 1906. During World War II he was examin- 
ing physician for the local Selective Service board. 

our sons and four daughters survive. 
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MISCELLANY 


BOSTON MEDICAL HISTORY CLUB 


The annual meeting of the Boston Medical History Club 
was held at the Boston Medical Library on May 18, 1948. 
The following officers were elected for the ensuing year: 
president, Dr. Reginald Fitz; vice-president, Dr. John Fallon; 
and secretary-treasurer, Mr. James F. Ballard. Drs. Ben- 
— Spector, Madelaine R. Brown, Harold Bowditch and 

aul D. White and Mr. James F. Ballard were elected to the 
Council. 

The principal speaker of the evening was Dr. Benjamin 
apace, professor of anatomy and professor of the history 
of medicine, Tufts College Medical School. Dr. Spector dis- 
cussed the work of the early pioneers in medicine in Italy, 
from the time of the School of Salerno (about 1200) to Camillo 
Golgi (1844-1926), and its influence upon present-day medi- 
cine. The speaker pointed out the cosmopolitan character 
of the Salernum School and its work in anatomy, surgery 
and medicine. He mentioned in particular the study of occu- 
pational diseases by Bernardino Ramazzini (1633-1714), 
of metabolism by Sanctorius (1561-1636) and of epidemics 
by Fracastoro (1483-1553); the development of the theor 
of spontaneous generation, by Francesco Redi, Lazaro Spal- 
lanzani and Agostino Bassi (1626 to 1656), the early use of 
the microscope by Galileo (1564-1642) and Amici (1786- 
1863), the humanist anatomists, physicians and artists, 
Leonicenus, Da Vinci and Vesalius, and finally the work of 
the Nobel Prize winner, Golgi, on the nervous system. 

Mr. James F. Ballard, of the Boston Medical Library, 
— briefly on three notable medical figures of the Italian 

enaissance — Marsilius Ficinus, Philippus Beroaldus and 
Hieronymus Cardanus —and demonstrated their works, 
many of which were first editions. 

In connection with Dr. Spector’s address, selected works 
of the physicians discussed, as well as thirteenth-century 
manuscripts of the Salernum period, were shown. 


BOOK REVIEWS 


Nicolaus Pol Doctor 1494. By Max H. Fisch, Ph.D. With a 
critical text of his Guaiac tract, edited with a translation by 
Dorothy M. Schullian, Ph.D. New York: Published for The 
Library Association by Herbert Reichner, 


Nicolaus Pol, physician, lived in the latter part of the fif- 
teenth century and the early part of the sixteenth century. 
The date of his birth is unknown, but it is assumed to have 
been about 1470, or a little earlier. He died in 1532. He was 
one of a group of famous physicians who collected compar- 
atively large libraries for the period. Among those may be 
mentioned Ulrich Ellenbog, Hieronymus Minzer and 
Hartmann Schedel, the author of the famous ‘Nuremberg 
Chronicle.” 

E. P. Goldschmidt, in 1938, published a monograph on 
the library of Hieronymus Minzer, in which 185 titles are 
identified. (All the books and manuscripts were dated before 
the fifteenth century, except for two volumes printed in 1501 
and 1503; this is easily understood, since Minzer died in 
1508.) Max Fisch in this study of the library of Nicolaus 
Pol has identified 467 titles. However, 186 were printed 
in the sixteenth century. The libraries of these physicians 
were generally scholarly in character, the number of evenly 
medical books being comparatively few, except that of Pol, 
in which the number of medical and scientific incunabula 
number a hundred and thirty-three, or 53 per cent of the total 
incunabula, on the basis of the Klebs census. Goldschmidt 
prefaces his description of the Miinzer library with a schol- 
arly life of Miinzer. Likewise, Fisch begins his book with a 
short biography of Pol. This is followed Ly a critical analysis 
of Pol’s only published work, his tract on the guaiac cure of 
syphilis, supplemented by a critical text edited from the 
manuscript in the Army Medical Library (about 1519), and 
the Venice edition (1535), with a page-by-page translation by 
Dorothy Schullian. The remainder of the volume is devoted 
to a description of the Pol books in the library of the Cleveland 
Medical Library Association and in the Historical Library , 
of the Yale Medical School, and to a list of identified Pol 
books. The Cleveland collection consists of thirty-eight titles 
of the fifteenth century and two of the sixteenth century. 
Thirty-three of the incunabula are medical, whereas the re- 
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maining five are on mathematics, philosophy and science, with 
one classical text. The Yale collection contains fifteen titles 
— thirteen incunabula and two sixteenth-century books. Its 
contents are more diversified, since it includes only four med- 
ical incunabula, the remaining nine being distributed among 
the fields of mathematics sal astrology (seven titles), phi- 
losophy and the classics. During the past twenty years the 
Boston Medical Library has been assembling a library of early 
manuscripts and incunabula such as would have been gath- 
ered by a fifteenth-century scholarly physician. This col- 
lection now numbers approximately 700 incunabula and 60 
manuscripts. Goldschmidt, in the listing of the Miinzer 
books, classified them by subject. Twenty-six books and 
three manuscripts are noted under medicine. It is interestin 
that all the medical authors in the Cleveland, Yale an 
Minzer lists are represented in the Boston collection. 

This scholarly volume is published in a de luxe manner. The 
format, type, paper, printing and illustrations are excellent. 
It is recommended for all medical-history collections and for 
the reference collections of all general libraries. 


Physiology of Man in the Desert. 7 E. F. Adolph, Ph.D., 
associate professor of physiology, University of Rochester, 
and associates. 8°, cloth, 357 pp. New York: Interscience 
Publishers, Inc. 1947. $6.50. 

The Rochester Desert Unit, comprising eleven members of 
the faculty of the University of Rochester, nine physiologists, 
a botanist and a pharmacologist, undertook this study for the 
Office of Scientific Research and Development during the war 


ears of 1942-1945. In addition to laboratory work at the © 


niversity, four field expeditions were made to the Cali- 
fornia desert. The various problems relating to man’s heat 
exchanges and water needs, water economy and the effects of 
water shortage were studied in the field and in the labo- 
ratory, and the members of the committee report on the 
various aspects of the subject in this volume. The text con- 
cludes with a summary chapter and general and practical con- 
clusions. The practical conclusions discuss clothing and 
shelter, food, water requirements and water containers. No 
chronic results of moderate dehydration were found. Men 
fully clothed when the air temperature was higher than 
F. fared better than men scantil 
clothing or material did not matter if the body was fully cov- 
ered and the clothing did not prevent sweat evaporation. 
White outer clothing was found to be advantageous. Next 
to clothing, shade was found to be the most important item 
of protection from heat; it was observed that tarpaulins could 
be used to advantage to provide artificial shade. The need for 
water was not modified by the lowering of food consumption. 
The average intake by men in vehicles was 6 liters per 
twenty-four hours when the maximal air temperature was 
102°F. Men working in the sun required 12 liters in twenty- 
four hours. Mean temperatures up to 105°F. and maximal 
temperatures up to 120°F. may be encountered in deserts. 
The chewing of gum, sucking a pebble or button or the use of 
drugs had no effect on physical performance or thirst as 
measured by water intake when water was made available. 
There is no substitute for water. The dehydrating man de- 
sires less food, and for men stranded in a desert food should be 
sacrificed for a supply of water. Likewise the body should 
be kept fully clothed, and out of the sun, and walking done at 
night. Men isolated in the desert should not wander aim- 
lessly by day carrying their equipment. Everything should 
be sacrificed to water and a little food. The conclusions 
enumerate many other sound facts on the subject of desert 
life in peace and war. The book is well published in every way 
and is recommended for all medical and general libraries. 


The Thematic Apeeeption Test: The theory and technique of 
interpretation. By Silvan S. Tomkins, Ph.D. With the col- 
laboration of Elizabeth J. Tomkins, A.B. 8°, cloth, 297 pp. 
New York: Grune and Stratton, 1947. $5.00. 

In this timely volume on the fifteen-year-old thematic 
apperception test, a widely used projective-type test of per- 
sonality, there is much food for thought for any serious- 
minded user of the test. The book is not intended as a manual 
or as an answer-book; indeed, as the author prewarns, more 
questions are asked than answered. Nowhere is there dog- 
matism, but a unified, coherent, well ordered approach is 
taken. The internal arrangement of chapters is by way of an 
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initial statement, hypothesis or supposition, followed by a 
discussion and a final summation. 

The author sets about the task of taking stock of the test, 
on the one hand intending to present its possibilities and lim- 
itations to those not really familiar with the procedure, and 
on the other hand, hoping to stimulate experimental interest 
in investigation of the many equivocal problems attending 
the test. 

One gets the feeling that the author transcends, undelib- 
erately, the immediacy of the thematic apperception test in 
the associations that his thinking arouses: is it not time, in 
the present chaotic state of human relations in all fields, 
to take stock? ; 


Clinical Neuro-Ophthalmology. By Frank B. Walsh, M.D., 
F.R.C.(Ed.). 4°, cloth, 1832 pp., with 384 illustrations. 
Baltimore: Williams and Wilkins Company, 1947. $15.00. 


The relation between neurology and ophthalmology has 
always been a close one. Many ophthalmologists in the past 
have described conditions in the eye that have thrown new 
light on the clinical syndromes of neurology. Indeed, the 
finding of an elevated optic-nerve head by ophthalmoscopic 
examination has become one of the principal signs* of in- 
creased intracranial pressure from tumors and other causes. 
In many centers in this country, such as Boston, New York 
and Baltimore, a close collaboration between the depart- 
ments of ophthalmology and neurology has grown. The 
hospitals occupy adjacent buildings, and the exchange of 
information in both directions has proved to be a fruitful 
one. No center has been developed more fully than that 
at the Johns Hopkins Hospital, where at the Wilmer In- 
stitute, formerly under the direction of Dr. W. H. Wilmer 
and now under his successor, Dr. Alan C. Woods, Dr. Frank 
B. Walsh has carried out for over ten years an investigation 
of the conditions of the eye most closely related to neurology. 
The results of his endeavors appear in a monumental book 
of over 1500 pages, adequately illustrated and documented. 
In it may be found through easy reference data regarding 
pathologic processes of the eye, associated with neurology. 

e book is a reference volume of outstanding work, and 
the author and publisher are both to be congratulated on 
supplying medical libraries and practitioners of these two 
specialties with such an excellent text, expertly arranged 
and finely printed. The book is an outstanding one and may 
indeed be considered an authoritative publication in the field 
covered by the author. The price is reasonable in view of 
the outstanding merits of the book. 


The Oculorotary Muscles. By Richard G. Scobee, M.D. 8°, 
cloth, 359 pp., with 112 illustrations. St. Louis: The C. V. 
Mosby Company, 1947. $8.00. 


This volume sums up clearly and concisely the current 
knowledge of the motor abnormalities of the extraocular 
muscles. A few books and numerous articles have preceded 
it and have covered various phases of the subject. The au- 
thor has successfully collected, integrated and interpreted the 
ideas of many workers, notably Chavasse; little in the way 
of new material has been added. ; 

After a rather cursory discussion of the anatomy, physi- 
ology and neurophysiology of the oculomotor muscles, Dr.’ 
Scobee describes the latent and manifest oculomotor dis- 
turbances. Paralytic imbalances are considered under the 
latter heading. Much of the value of the book lies in the 
lucid discussion of the paralytic and nonparalytic oculomotor 
disturbances. The clarity of this is greatly enhanced by very 
clear diagrams and photographs. The various tests used in 
the differentiation and measurement of the oculomotor im- 
balances are briefly discussed, and the general principles of 
treatment are considered. ? 

Although the book was written primarily for the ophthal- 
mologist, it should be of considerable interest to the internist 
and particularly to the neurologist. 


Nutrition in Health and Disease. By Lenna F. Cooper, M.A., 
M.H.E., chief, Department of Nutrition, Montefiore Hos- 
pital, New York City; Edith M. Barber, M.S., writer and 
consultant, food and nutrition, editor, food column, New 

ork Sun, and lecturer on the history of cookery, Teachers 
College, Columbia University; and Helen S. Mitchell, Ph.D., 
dean, School of Home Economics, University of Massachu- 
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setts. Tenth edition, revised and reset. 8°, cloth, 729 pp., 
with 128 illustrations and 4 colored plates. Philadelphia. 
J. B. Lippincott Company, 1947. $4.00. 

This standard work has been completely revised and largely 
rewritten to bring it up to date since the publication of the 
previous edition of 1943. The format has been changed to 
two columns, and the text consolidated into four parts, 
The first part, on the principles of nutrition, has been com- 
pletely revised and includes a chapter on the history of 
nutrition and present-day world concepts. A complete new 
set of food-value charts and other new graphic charts and 
illustrations have been added for the benefit of students. 
There is a new chapter on planning of family dietaries, and 
the chapter on nutrition for adults has been completely re- 
written. The second part, on diet in disease, has been largely 
rewritten. Special emphasis has been placed on high-protein 
diets and the use of hydrolysates and amino acids in the 
treatment of debilitating diseases and in convalescence. 
Material has been added on diabetes, diseases of the liver 
and biliary tract and on the low-sodium diet in hypertension. 
The third part, on food selection and preparation, has been 
rearranged to co-ordinate food materials and their prepara- 
tion. The small-quantity recipes should prove useful in the 
problem of cooking for one or two persons. The fourth part, 
comprising the tabular material and special tests, has been 
completely revised. Table 1, presenting the proximate com- 
position of foods, has been revised, reset and simplified. 
Table 2, which illustrates food composition for the short 
method of dietary analysis, should prove useful when the more 
accurate values given in Table 1 are unnecessary. Among 
other important tables, the following may be mentioned: 
100-calorie portions of foods; sodium content;-metabolic re- 
action of foods; carbohydrate content of fruits and vege- 
tables; blood constituents; a series of weight and height 
tables for children, men and women; and a health score card. 
A long list of references for further reading and a glossary 
are ag pe to the text. A good index concludes the volume, 
which is well published. The type and printing are excel- 
lent. The book is recommended as a reference work for all 
medical and general libraries, and although primarily written 
for students it should prove valuable to nurses, dietitians and 
housewives. 


Dermatology in General Practice. By Sigmund §. Green- 
baum, M.D. 4°, cloth, 889 pp., with 846 illustrations. Phila- 
delphia: F. A. Davis Company, 1947. $12.00. 

Reviewing another new work on dermatology is usually 
a chore. This book is an exception. The book is readable, 
the photographs are excellent, and the general format is 
well done. ine ing the various diseases alphabetically 
makes for easy reference, and placing the synonyms under 
established names is valuable. Throughout the book there 
is evidence of the author’s knowledge of the cutaneous 
manifestations of systemic disease. The methods of treat- 
ment are simplified, and there are many valuable recipes. 
The reviewer does not approve the frequent advocation of 

the topical use of sulfathiazole. 
| Like most textbooks this has its faults. The excellent 
chapter on cancer of the skin, embracing nearly one hundred 
pages, is too technical for the physician doing general prac- 
“tice, especially when he presumably has not the equipment 
for roentgen-ray therapy. The same statement applies to 
the chapter on leprosy. Throughout the book there are state- 
ments to which other dermatologists will take exception. 
The controversial subject of eczema follows the teachings 
of dermatologists of a generation ago — Unna, Morris and 
Bulkley — and might better have been omitted and classified 
under the generic term of dermatitis. Condylomata 
acuminata should not be classified as venereal warts —a 
category that stigmatizes too many innocent patients. 

With these few criticisms the reviewer recommends this 
book highly to the general practitioner and the dermatologist. 


Practical Office Gynecology. By Karl J. Karnaky, M.D. 4°, 
cloth, 261 pp., with 113 illustrations. Springfield, Illinois: 
Charles C Thomas, 1947. $7.50. 

The material presented in this excellent manual of office 
gynecology represents the author’s laboratory and clinical 
finvestigations during the past fifteen years. Besides his 


BOOKS RECEIVED 


855 


study of Frtebomonss and other vaginal infections, he has 
oe jcularly interested in the control of uterine bleeding 
bestrol 


ging the bleed level of estrogen with diethylstil- 

tsol, which he regards as a drug of extreme value. The 

book is well illustrated with 113 new figures and photo- 

crographs, many of them in colors, and has a bibliography 
[526 carefully selected references. 
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The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Colloid Science: A symposium. 8°, cloth, 208 PP — 
Chemical Publishing Company, Incorporated, 1947. $6.00. 

This symposium is based on a postgraduate course spon- 
sored by the Depaftment of Colloid Science, Cambridge 
University, England. Eleven persons took part in the course, 
and their papers are contained in this volume. The book deals 
with “disperse systems” and interpretations of phenomena 
encountered in surface films and interfaces. The subjects 
covered include surface chemistry and colloids; thermo- 
dynamics; the study of macromolecules or polymers; emul- 
sions in vivo; and the study of colloidal systems by x-ray 
analysis. The chapter on emulsions discusses fat metabolism 
at length. The volume is well published, but the price seems 
excessive. 


Riflessi sociali della tonsillectomia: Osservazioni sulle persone 
senza tonsille. By Dott. Guido Calderoli. 8°, , 77 pp. 
Bergamo, Italy: Topografia F. Lli Carrara, 1947. 


This small monograph discusses the social aspects of 
detonsillized persons, and follows earlier publications of the 
author on tonsillectomy. Dr. Calderoli believes that the 
tonsils are indispensable organs and that tonsillectomy 
should not be performed except for definite pathologic lesions. 
He summarizes his investigations on various classes of society: 
priests, nuns and seminarians; lawyers; physicians, midwives 
and nurses; teachers; athletes and artists; peasants and 
criminals; and especially students. In this last class he con- 
siders the loss of energy, diminution of memory and altera- 
tion of character. 


Practical Child Guidance and Mental Hygiene. By Samuel 
Kahn, M.D., Ph.D., adjunct professor of psychology and 
psychiatry at Long Island University; Grace Kirsten, A.B.; 
and Ma . March, 12°, cloth, 285 pp. Boston: 
Meador Publishing Company, 1947. $4.00. 

This manual is intended for parents and all others inter- 
ested in the development of normal persons of good an wrngress 4 
and fine character. The text is written in the question-and- 
answer form and covers all aspects of the subject. Because of 
this style the book should prove valuable especially to parents 
with definite child-guidance problems. The type is good, and 
a light, soft paper makes for easy reading and handling. 


Kurze Klinik der Ohren-, Nasen- und Halskrankheiten. By 
Dr. Erhard Liischer, ordentlicher Professor der Ohren-, 
Nasen- und Halsheilkunde, and Direktor der Universitats- 
klinik and Poliklinik fir Ohren-, Nasen- und Halskranke in 
Basel. 8°, cloth, 513 .. with 201 illustrations. Basel: 
Benno Schwabe & Co., 1948" Gebunden Fr. 54.— 

This new textbook is typical of pre-war German publica- 
tions. The paper, printing and illustrations are excellent. 
The material is well arranged. The text is divided into three 
parts: the anatomy and physiology of the ear, nose, pharynx 
and larynx; the diagnostic methods, in general, of these 
organs; ahd sections on the diseases of the outer, middle and 
inner ear, the nose and nasal sinuses, the pharynx and the 

nx. The text is concluded with a table of the new J.N.A. 
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(1935) and the old B.N.A. (1895) nomenclatures. There is an 
excellent comprehensive index of subjects. The book is writ- 
ten for the student and practitioner and should prove useful 
to all German-reading physicians. It is recommended for all 
large medical libraries. ee 


Pediatric Progress: Therapeutics of infancy and childhood. 
Edited by Harry R. Litchfield, M.D., consultant in pediatrics, 
Rockaway Beach Hospital, New York City, attending pedia- 
trician, Beth El Hospital, Brooklyn Women’s Hospital and 
Brooklyn Thoracic Hospital, and chief in pediatrics, East 
New York Dispensary, Brooklyn, New York; and Leon H. 
Dembo, M.D., director of pediatrics, St. Ann’s Hospital, 
visiting physician, St. Luke’s Hospital, and consultant in 
ong Polyclinic Hospita!, Cleveland, Ohio. 8°, cloth, 
25 pp., with 47 illustrations. Philadelphia: F. A. Davis 
Company, 1948. $8.00. 

This annual, first published in 1947, is intended to supple- 
ment the comprehensive treatise, Therapeutics of Infancy and 
Childhood, published in 1947. The volume contains material 
of practical application and importance. It is the joint work 
of nineteen specialists. The ichowine subjects are of special 
interest: use of the grid technic as a guide in the treatment of 
diseases causing growth failure in children; modern therapy of 
the dysenteries and salmonella infections; the use of thiourea 
drugs in hyperthyroidism; the Coburn treatment of rheu- 
matic fever; the clinical use of normal human serum (gamma 
globulin); and antibiotic therapy. There is new material on 
viral hepatitis, toxoplasmosis, virus pneumonia, folic acid in 
anemia, therapy of allergic diseases and the Rh factor in 
therapeutics. A chapter on hernias in infants and children 


concludes the volume. There is a good index. The publish- . 


ing is excellent in every way. The serial is recommended for 
all medical libraries and should prove valuable to pediatricians. 


The Practice of Group Therapy. S. R. Slavson, editor. With 
a foreword by Nolan D. C. | pend M.D., 8°, cloth, 271 pp. 
New York: International Universities Press, 1947. $5.00. 

This book describes specifically the application of various 
types of group therapy to emotionally disturbed, socially 
maladjusted and mentally diseased patients as they are met 
with in the practice of psychiatry and psychotherapy. The 
work comprises thirteen papers by various authorities, and 
most of the chapters are based on papers presented at the 
conferences of the American Group Therapy Association held 
in 1945-1947. The text is divided into three parts: general 
principles; activity group therapy; and interview group 
therapy, sometimes called discussion therapy. A chapter on 
didactic group psychotherapy with psychotic patients is also 
included. Four chapters dealing with the actual treatment of 
cases are valuable in demonstrating the process employed in 
group therapy. The volume is well published in every way 
and should be in all psychiatric collections. . 


Ulcer: The primary cause of gastric and duodenal ulcer. Diag- 
nosis, medical and surgical treatment, prevention. By Donald 
Cook, M.D., Chicago. 8°, cloth, 187 pp., with 27 illus- 
trations. Chicago: Medical Center Foundation and Fund, 
1946. $6.00. 


This short monograph discusses the various aspects of 
gastroduodenal ulcers. 


A Primer on Cardiology. By George E. Burch, M.D., associate 
professor of medicine, Tulane University School of Medicine, 
senior visiting physician, Charity Hospital, consultant in 
cardiovascular diseases, Ochsner Clinic, and visiting physician, 


Touro Infirmary, New Orleans; and Paul Reaser, M.D., in- 
structor in medicine, Tulane University School of Medicine, 
and assistant visiting physician, Charity Hospital, New 
Orleans. 8°, cloth, 272 pp., with 203 illustrations. Phila- 
delphia: Lea and Febiger, 1947. $4.50. . 

This manual, which is written primarily for the beginner in 
cardiology, emphasizes diagnosis. There is a chapter on the 
common heart diseases. An appendix includes the nomencla- 
ture and classification of heart disease of the New York and 
American Heart associations, cardiac measurements, diets 
and statistics of heart disease. The material is.well arranged, 
and the text well written. a 
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Gynecological and Obstetrical Urology. By Houston S. Everett, 
A.M., M.D., associate professor of gynecology, Johns Hopl.ins 
University School of Medicine, oan associate in gynecology 
University of Maryland School of Medicine, gynecologist and 
necologist in charge of the Cystoscopic Clinic, Johns Hop- 
ins Hospital, visiting gynecologist, Church Home and Hospi- 
tal, Hospital for the Women of Maryland and Union Memorial 
Hospital. Second edition. 8°, cloth, 539 pp. Baltimore: 
Williams and Wilkins Company, 1947. $6.00. 


In this second edition of a standard textbook, which was 
out of print a year and a half after publication of the first 
edition, the author has endeavored to bring the text and 
yy up to date, but has not made any major addi- 
tions to his text. A section on indirect cystoscopy has been 
added to the chapter on cystoscopy. The section on primary 
neoplasms of the bladder has been revised and a description 
of the Aldridge operation for stress incontinence has been 
added to the chapter on incontinence of urine. A good index 
concludes the volume. The book is well published in every 
way, and is recommended for all medical libraries. 


NOTICES 
ANNOUNCEMENTS 


Dr. Daniel H. Hindman announces the removal of his 
office to 1093 Beacon Street, Brookline. 


Dr. Samuel B. Kirkwood announces the removal of his 
office for the practice of obstetrics and gynecology to 1180 
Beacon Street, Brookline. 


Dr. Lucile Williamson announces the removal of her office 
from 412 Beacon Street to 399 Beacon Street, Boston, for the 
practice of pediatrics and allergic diseases. 


HARVARD SEMINAR ON HEALTH EDUCATION 


The Massachusetts Department of Public Health, in co- 
operation with the Harvard Summer School of Arts and 
Sciences and of Education, is offering a four-week graduate 
seminar in health education from June 28 to July 23. The 
course is intended for school administrators, teachers of 
nutrition, social studies, health and physical education and 
agency personnel concerned with school health problems. 

Mary E. Spencer, Ph.D., chief co-ordinator of public- 
health education, Massachusetts Department of Public 
Health, has been appointed a member of the Harvard Sum- 
mer School faculty to conduct the course. Visiting con- 
sultants will include physicians from the Massachusetts 
Department of Public Health, members of the staff of the 
Harvard School of Public Health and such outstanding au- 
thorities as John F. Conlin, M.D., M.P.H., director of medical 
information and education, Massachusetts Medical Society, 
C. Mayhew Derryberry, Ph.D., chief, Office of Health Edu- 
cation, United States Public Health Service, Charles C. 
Wilson, M.D., professor of public health, Yale ir geire 
School of Medicine, W. W. sing M.D., director of healt 
education, American Medical Association, and C. E. Turner, 
Dr.P.H., assistant to the president, National Foundation 
for Infantile Paralysis. 

Information regarding the seminar may be obtained from 
the director of the Harvard Summer School of Arts and 
Sciences and of Education, 9 Wadsworth House, Cambridge, 
and from the Massachusetts Department of Public Health, 
Room 524, State House, Boston. 

The course will accommodate thirty students. 


TUFTS MEDICAL ALUMNI ASSOCIATION 


The Tufts Medical Alumni Association will hold a dinner 
meeting in Chicago on Wednesday, June 23, at the Winder- 
mere East Hotel, 56th Street and Hyde Park Boulevard, 
Chicago. Dr. Harry A. Olin, of Chicago, is local chairman, 
and Dr. John F. Conlin is the Boston chairman of this event, 


(Notices concluded on page xi) 


